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for im ma relief 


and 22%% nial capacity 


Sdage by gerosol administra: 
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Avaiiabie with either of the two 
outstanding bronchodilators 


Medihaler-EPI® 


Epinephrine bitartrate, 7.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 
dose contains 0.15 mg. epinephrine. 


Medihaler-ISO® 


Isoproterenol sulfate, 2.0 mg. per cc., suspended in inert, nontoxic 
aerosol vehicle. Contains no alcohol. Each automatically measured 
dose contains 0.075 mg. isoproterenol. 


Optimal effect from Minimal Dosage 
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Why 
combining 
Esidrix’ 
with 
Serpasil" 
improves 
control 

of high blood 
pressure 


The presence of excess tissue fluids and salt can keep constricted blood vessels from dilating 
fully in response to antihypertensive drugs. # This may explain why the antihypertensive effect 
of Serpasil-Esidrix is better than average. By depleting fluid and electrolytes from surrounding 
tissue, Esidrix enables blood vessels to dilate to physiologic limits. Result: Peripheral resistance 


is reduced and blood pressure goes down — often to lower levels than can be achieved with 
single-drug therapy. Complete information sent on request. 


Schematic 
diagram illustrates 
constrictive effect 
of fluids and salt 
on vascular wall. 


Esidrix depletes 
fluid and salt, 
increases ability of 
vessel to respond ff 


suppuieo: Tablets #2 (light orange), each containing 0.1 mg. Serpasil and 50 mg. Esidrix. Tablets #1 (light orange) each 
containing 0.1 mg. Serpasil and 25 mg. Esidrix. Serpasic®-Esiprix® (reserpine and hydrochlorothiazide ciBa) 


SERPASIL-ESIDRIX 
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PAL BELLADONNA ALKALOIDS) 


Borbidonna Barbidonna Barbidonna 

Ba) ingredient Elixie & Tebiets No. 2 Tablets D.A. Tablets 
Per Tablet Per Tablet 

Phenobarbital % or. “or. (32.mg.) gr. (16 mg.) 

ag Hyoscyamine Sulfate 0.1286 mg, 0.1286 mg. 0.1286 mg. 
Atropine Sulfate 9.0250 mg. 0.0250 mg. 6.0250 mg. 

Hyoscine Hydrobromide 0.0074 my. 0.0074 mg. 0.0074 mg. 


Barbidonna D.A. tablets in dosage reluase the alkaloids immediate, 
before the meal end phenobarbital after the meal, 
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relieves the total pain experience 


phenyramidol HCl 


a unique chemical molecule that is both a general non- 
narcotic analgesic and an effective muscle relaxant 
Where pain makes tension and tension makes pain, Analexin 
relieves the total pain experience. The analgesic potency is 
equivalent to codeine, yet Analexin is not a narcotic nor is it 
narcotic related. It has proven to give profound relief in a 
wide variety of painful conditions without producing seda- 
tion or euphoria. Analexin is not habituating.’* Tolerance 
or cumulative effects have not been noted. And“... in contrast 
to codeine and meperidine, the likelihood of untoward reac- 
tions ... is not high.”*> The infrequent occurrence of gastro- 
intestinal irritation of a mild, insignificant type or of pru- 
ritus has been noted, but these effects subside promptly and 
do not limit therapy.® 


“,.. excellent results ... in the treatment of dysmenorrhea, 
premenstrual tension headache, and postpartum pain.’”* 


postpartum pain premenstrual 
tension headache 
| excellent to good results 

<@ moderate relief 
slight or no relief 


Analexin—Each tablet contains 200 mg. phenyramidol HCl. For relief 
of pain. 
Analexin-AF—Each tablet contains 100 mg. phenyramidol HCl and 


300 mg. aluminum aspirin: For relief of pain complicated by inflamma- 
tion and/or fever. 


1. Gray, A. P., et al.: Am. Chem. Soc. 81:4347, 1959. 2. O'Dell, T. B.: Ann. New York Acad. Sc. 86:191, 1960. 
3. O'Dell, T. B., et al.: J. Pharmacol, & Exper. Therap. 126:65, 1960. 4. O'Dell, T.B., et al.: Fed. Proc. 18:1694, 
1959. 5. Batterman, R. C., ef a/.: Am. J. Med. Sc. 238:315, 1959. 6. Wainer, A. S.: Ann. New York Acad. 
Sc. 86:250, 1960. 


‘Meiaber'* IRWIN, NEISLER & CO. + Decatur, Illinois 
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TO REDUCE INTESTINAL 


GAS 


BELCHING BLOATING FLATULENCE 


imini i i units,combined with pepsin, N.F., 
used to diminish intestinal 150 mg.; glutamic acid HCI, 200 mg.; 
gas in healthy persons pancreatin, N.F.,500mg.;oxbileextract, 
and those patients havin 100 mg. Dosage: 1 or 2 tablets at meal- 
digestive disorders time. Supplied: Bottles of 50 tablets. 


é SEY GRAND OF CELLULASE, EXPRESSED AS OIGESTIVE ACTIVITY UNITS 


SMITH-DORSEY « a division of The Wander Company « Lincoln, Nebraska 
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ANTIVERT STOPS VERTIGO 


(virtually 9 times out of 10) 


Remission in 82%; relief in 92%. So reports an investigator who recently 
studied antivert in dizziness.’ After studying 50 patients, Scal concluded that 
“Those with Meniere's syndrome who were given the preparation [Antivert] 
in the early stages of this condition, reported prompt improvement in the relief 
of dizziness, headaches and tinnitus.’"* 

ANTIVERT Combines meclizine (12.5 mg.) with nicotinic acid (50 mg.). Prescribe 
one ANTivertT tablet before each meal for relief of Meniere's syndrome, arterio- 
sclerotic vertigo, labyrinthitis, and vertigo of nonspecific origin. 


Supplied: In botties of 100 blue-and-white scored tablets. Prescription only. 
Reference: 1. Scal, J. C.: Eye Ear Nose & Throat Month. 38:738 (Sept.) 1959. 


Antivert 


New York 17, N.Y 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 


and to help combat the 
nutritional problems of aging... NEOBON® capsules 
five-factor geriatric supplement 
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ase of its ability tg 


produce. effective re 
with nrinimuny 
effects’” 

Fein, B. T.. Toxay 
State Journal af 
Medicine, 
GR 


_A balanced and buffered formula 
providing effective bronchodilation, 
mucus-thinning and expectorant action 
Contains aminophylline, ephedrine, 
potassium iodide, phenobarbital. 


3} ONE TABLET, 3 OR 4 TIMES DAILY 


Wm. P. Poythress & co., Inc. 


PHARMACEUTICALS RICHMOND 17, VIRGINIA 
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COMPAZINE* 


Inj ection 5 mg./cc. 


To prevent or control: 
| 1. nausea and vomiting 
ce 2. anxiety and restlessness 


¢ hypotensive effect is minimal 


¢ minimal alteration of analgesic/an- 
esthetic regimens due to lack of 
significant potentiation 


e may be given I.V., as well as I.M. 


* pain at site of injection has not 
been a problem 


2, cc. Ampuls*—boxes of 6 and too. 
10 cc. Multiple-dose Vials*—boxes of 
I and 20. 


Additional information on request. 


*Also available in special hospital packages. 


AS 


she calls it “nervous indigestion” 


diagnosis: a wrought-up patient with a functional 
gastro-intestinal. disorder compounded by inade- 
quate digestion. treatment: reassurance first, then 
medication to relieve the gastric symptoms, calm 
the emotions, and enhance the digestive process. 
prescription: new Donnazyme—providing the mul- 
tiple actions of widely accepted Donnatal® and 
Entozyme®—two tablets t.i.d., or as necessary. 


Each Donnazyme tablet contains 
—In the gastric-soluble outer layer: Hyoscyali™ 
sulfate, 0.0518 mg.; Atropine sulfate, 0.0097 mm 
Hyoscine hydrobromide, 0.0033 mg.; Phenobam 
tal (4% gr.), 8.1 mg.; and Pepsin, N. F., 150% 
In the enteric-coated core: Pancreatin, N. F.jam 
mg., and Bile salts, 150 mg. 


ANTISPASMODIC - SEDATIVE - DIGESTA 


DONNAZYME 


A. H. ROBINS COMPANY, INCORPORATED e« RICHMOND 20, VIRGIN 
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First Texas Pharmaceuticals 
Established Need products 
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F 
l r 


THIORIDAZINE HCI 
specific, effective tranquilizer 


provides highly effective tranquilization, 
relieves anxiety, tension, nervousness, 

but is virtually free of such toxic effects as . 

jaundice 

Parkinsonism 

blood dyscrasia 

dermatitis 
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greater specificity of tranquilizing 
action results in fewer side effects 


franguil ization 


Virtual freedom of Mellaril 
from major toxic effects is 
due to greater specificity 
of tranquilizing action 
—divorced from such 
“diffuse” effects as anti- 
emetic action. 


“A new phenothiazine derivative, thioridazine [Mellaril®], was used to treat 71 
patients, most of whom were unduly agitated and disturbed due to hospital- 
ization for medical or surgical conditions....The response to treatment was 
considered satisfactory in 83.4 per cent of patients. ...ln agreement with the 
published results of other investigators, we believe that thioridazine shows a 
greater specificity of tranquilizing action and freedom from serious toxic 
effects when compared with some of the other phenothiazines.”* 


Supply: MELLARIL Tablets, 10 mg., 25 mg., 50 mg., 100 mg. 


*David, N. A.; Logan, N. D., and Porter, G. A.: Evaluation of Thioridazine (Mellaril), a New Phenothiazine, 
in The Hospitalized Patient, A. M. & C.T 7:364 (June) 1960, 4 SANDOZ 
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“ extraordinarily effective diuretic..” 


Efficacy and expanding clinical use are making Naturetin the 
diuretic of choice in edema and hypertension. It maintains a 
favorable urinary sodium-potassium excretion ratio, retains a 
balanced electrolyte pattern, and causes a relatively small in- 
crease in the urinary pH.? More potent than other diuretics, 
Naturetin usually provides 18-hour diuretic action with just a 
single 5 mg. tablet per day — economical, once-a-day dosage 
for the patient. Naturetin € K — for added protection in those 
special conditions predisposing to hypokalemia and for patients 
on long-term therapy. 


Squibb Benzydroflumethiazide 


Supplied: Naturetin Tablets, 5 mg., scored, and 2.5 mg. Naturetin 
€ K (5 € 500) Tablets, capsule-shaped, containing 5 mg. ben- 
zydroflumethiazide and 500 mg. potassium chloride. Naturetin 
t K (2.5 € 500) Tablets, capsule-shaped, containing 2.5 mg. 
benzydroflumethiazide and 500 mg. potassium chloride. For com- 
plete information consult package circular or write Professional 
Service Dept., Squibb, 745 Fifth Avenue, New York 22, N. Y. 
References: 1. David, N. A.; Porter, G. A., and Gray, R. H.: 
Monographs on Therapy 5:60 (Feb.) 1960. 2. Ford, R. V.: Current 
Therap. Res. 2:92 (Mar.) 1960. 
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CONSISTENTLY GOOD 
CLINICAL RESULTS 
IN TRICHOMONAL 
AND MONILIAL VAGINITIS 


TRICOFURON IMPROVED (Suppositories and Powder ) 
cured 143 of 161 patients with vaginitis due to 
Trichomonas vaginalis, Candida (Monilia) albicans, 
or both. “Almost immediate symptomatic 
improvement was noted with the first insufflation.” 
Criteria for cure: freedom from 
infecting organisms as well as symptoms on 
repeated examinations during a three-month follow-up. 
This cure rate of 88.8% is “surprisingly similar” 
to results reported by earlier investigators. 


Coolidge, C. W.; Glisson, C. S., and Smith, A. S.: 
J.M.A. Georgia 48:167, 1959. 


TRIGCOFURON” 


IMPROVED 


2-step treatment brings swift relief, 
eradicates stubborn trichomonads, 
Candida (Monilia) albicans, 
Hemophilus vaginalis 


1. powoer for weekly insufflation in your office, 
MicoFurR®, brand of nifuroxime, 0.5% 
and Furoxone®, brand of furazolidone, 0.1% in 
an acidic water-dispersible base. 

2. suppositories for continued home use 
—Ist week one suppository in the morning 
and one on retiring. After Ist week, one 
suppository at night may suffice. 
Continue use of suppositories during menses. 
Treatment should be continued throughout a complete 
menstrual cycle and for several days thereafter. 
MIcoFur 0.375% and FUROXONE 0.25% 
in a water-miscible base. 


Rx new box of 24 suppositories with applicator 
for more practical and economical therapy. 
Also available: 
box of 12. suppositories with applicator. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, NORWICH, NEW YORK 
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AN AMES CLINIQUICK® 


CLINICAL BRIEFS FOR MODERN PRACTICE 


_ 
LABORATORY 


INDICATED IN 
DIABETICS WITH 
URINARY TRACT 
INFECTIONS? 


A urine culture is absolutely essential in the diabetic suspected of having a urinary tract infec- 
tion since such infection is not always accompanied by pyuria. It is also essential to keep the 
urine free from sugar—as shown by frequent urine-sugar tests—for successful therapy. 

Source: Harrison, T. R., et al.: Principles of Internal Medicine, ed. 3, New York, McGraw-Hill Book Co., 1958, p. 620. 


the most effective method of routine testing for glycosuria... 
color-calibrated 


CLINITEST 


BRAND Reagent Tablets 
the standardized urine-sugar test for reliable quantitative estimations 


Urinary tract infections are about four times more frequent in the diabetic than in 
the non-diabetic. The prevention and treatment of urinary tract infections, as well as 
the avoidance of other complications of diabetes, are significantly more effective in the 
well-controlled diabetic. The patient should be impressed repeatedly with the importance 
of continued daily urine-sugar testing—especially during intercurrent illness—and warned 
of the consequences of relaxed vigilance. 


“urine-sugar profile” With the new Graphic Analysis Record included in the CLINITEST 
Urine-Sugar Analysis Set (and in the tablet refills), daily urine-sugar readings may be recorded to 
form a graphic portrayal of glucose excretion most useful in clinical control. =e 
¢ motivates patient cooperation through everyday use of Analysis Record 

» reveals at a glance day-to-day trends and degree of control AM ES 
» provides a standardized color scale with a complete range in the familiar blue-to. COMPANY, INC 


Elkhart « Indiana 
orange spectrum Toronto * Canada 


guard against ketoacidosis ADDED SAFETY FOR DIABETIC CHILDREN 


...test forketonuria AGETEST® KETOSTIX® 


e for patient and physician USE = Reagent Tablets Reagent Strips 
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women of childbearing age... 
and growing children... 

are 

depleting their 
iron 
reserves 


Tron oc: most 
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hich growth vequiremen 
women’s lose may. 
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Patient prefer Livitamin 


it is highly 


LIVITAMIN 


a ... the preferred 
hematinic 


*Keith, J.H.: Utilization and Toxicity of Peptonized Iron and Ferrous 
Sulfate, Am. J. Clin. Nutrition 1:35 (Jan.-Feb., 1957). 


THE E. assencitt COMPANY Bristol, Tennessee New York Kansas City San Francisco 


palatable 
has these advantages: 
in iron-deticiency anemiacs 
Absorbed @s well as ferrous sulfate 
foe 
Better @astric toleration than ferrous Sulfate 
| censtipating than ferrous sulfate” 
— 
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e 
7 
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Peptonized 
q 


even if your patient is a whip snapper* 
he’ll soon be riding high again, thanks to 


sy prescribe PARAFON in low back pain—sprains— 
R 
| strains—rheumatic pains 
Each PARAFON tablet contains: 
or 


(PARAFLEX® + TYLENOL®) PARAFLEX® Chlorzoxazonet ............. 125 mg. 

The low dosage skeletal muscle relaxant 

for muscle relaxation plus analgesia TyLenoLt® Acetaminophen ............. 300 mg. 
The superior analgesic in musculoskeletal pain 

Dosage: Two tablets t.i.d. or q.i.d. 

in arthritis Supplied: Tablets, scored, pink, bottles of 50. 


PARAI ()) Each PArAFon with Prednisolone tablet contains: 


PARAFLEX® Chlorzoxazonet 125 mg., TyLENoL® 
y h P d ] Acetaminophen 300 mg., and prednisolone 1.0 mg. 
W it redniso1one Supplied: Tablets, scored, buff colored, bottles of 36. 
Dosage: One to two tablets t.i.d. or q.i.d. 
Precautions: The precautions and contraindications 
McNeil Laboratories, Inc. that apply to all steroids should be kept in mind 
Mc NEIL Philadelphia 32, Pa when prescribing PARAFON with Prednisolone. 
*tailman on hook-and-ladder fire engine 
U.S. Patent No. 2,895,877 
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Cremomycin, provides rapid relief of virtually all diarrheas 


NEOMYCIN-rapidly bactericidal against most intestinal pathogens, but relatively ineffec- 
tive against certain diarrhea-causing organisms. 


SULFASUXIDINEg@ (succinylsulfathiazole)—an ideal adjunct to neomycin because it is highly 
effective against Clostridia and certain other neomycin-resistant organisms. 


KAOLIN AND PECTIN—Coat and soothe the inflamed mucosa, adsorb toxins, help reduce 
intestinal hypermotility, help provide rapid symptomatic relief. 


For additional information, write Professional Services, Merck Sharp & Dohme, West Point, Pa. 


D> MERCK SHARP & DOHME, DIVISION OF MERCK & CO., Inc., PHILADELPHIA 1, PA. 


AND SUL! ARE OF MERCK & CO., INC. 
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KEEPS 
THE STOMACH 
FREE PAIN 


KEEPS 
THE MIND oF 
THE STOMACH 


Milpath acts quickly to suppress hypermotility, 
hypersecretion, pain and spasm, and to allay 
anxiety and tension with minimal side effects. 


Milpath-400 — Yellow, scored tablets of 
400 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


AVAILABLE oo sage: 1 tablet at mealtime and 
IN Two at Bedtime. 


i Milpath-200 — Yellow, coated tablets of 
POTENCIES: 200 mg. Miltown (meprobamate) and 
25 mg. tridihexethy! chloride. Bottle of 50. 


Dosage: 1 or 2 tablets t.i.d. at mealtime 
and 2 at bedtime. 


Milpath 


®Miltown + anticholinergic 


x 


® 
WALLACE LABORATORIES New Brunswick, N.J. 
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4 essential actions in a single 


tablet @ to simplify treatment 


of the hypertensive complex 


CENTRAL ACTION OF SER-AP-ES: 
Ser-Ap-Es acts centrally to inhibit or 
block the outflow of sympathetic 
vasopressor substances. In addition, 
Ser-Ap-Es improves cerebral vascular 
tone. 


Serpasi_® (reserpine 

AprRESOLINE® hydrochloride (hydralazine 
hydrochloride c1pa) 

Esiprix® (hydrochlorothiazide crea) 


RENAL ACTION OF SER-AP-ES: 
Ser-Ap-Es increases renal blood flow, 
thereby halting or reversing the is- 
chemic process in advancing hyper- 
tension. The increase in urine volume 
and sodium and chloride excretion 
which occurs with Ser-Ap-Es therapy 
also benefits the hypertensive patient. 
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(Serpasil° + Apresoline® + Esidrix*) 


Inclusive single-tablet antihypertensive 


CARDIAC ACTION OF SER-AP-ES: 
Ser-Ap-Es has a beneficial effect on 
the hypertensive heart; diastole is pro- 
longed, and there is a decrease in both 
heart rate and cardiac output—which 
combine to ease the strain on the over- 
worked myocardium. 


VASCULAR ACTION OF SER-AP-ES: 
Ser-Ap-Es opposes the action of 
pressor substances on the vasculature. 
In addition, Ser-Ap-Es makes the vas- 
culature less responsive to circulating 
vasopressor amines and more respon- 
sive to the antipressor components of 
the combination tablet. 


Supplied: Szr-Ap-Es Tablets, each containing 0.1 mg. Serpasil, 25 mg. Apresoline 


hydrochloride, and 15 mg. Esidrix. 


Complete information sent on request. 


SUMMIT- NEW JERSEY 
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ico-Metrazol 


the safe ergogenic agent 


phy> 


Whenever non-specific fatigue indicates the need for safe cerebral stimulation, 
Nico-Metrazol deserves a therapeutic trial. The gentle activation of the central nervous 
system and the increased rate of cerebral blood flow effected by Metrazol®, combined 
with increased peripheral blood flow induced by nicotinic acid, provide a “physiologic 
spark-plug” for renewed mental and physical vitality. Fatigue and listlessness are 
frequently replaced by a resurgence of energy and alertness. Chronically apathetic 
geriatric patients often show significant improvement on Nico-Metrazol therapy. 


Outstanding Safety: Nico-Metrazol is markedly free of undesirable systemic action. 
It causes neither hypertension nor postural hypotension. Nico-Metrazol has no adverse 
effect on liver or bone marrow functions. The vasodilating action of nicotinic acid 
preduces a transient flush and is accompanied by a feeling of warmth and stimulation. 


Dosage: Initially, 2 Nico-Metrazol Tablets, or 2 teaspoonfuls of Nico-Metrazol Elixir, three or four 


times daily. For maintenance, after optimal results have been achieved, dosage may be reduced to 
1 Nico-Metrazol Tablet or 1 teaspoonful of Nico-Metrazol Elixir three times daily. 


Supply: Nico-Metrazol Tablets and Elixir—100 mg. Metrazol and 50 mg. nicotinic acid in each 
tablet or teaspoonful. 


For information on Vita-Metrazol and Metrazol dosage forms, consult your current Physicians’ Desk Reference. 


KNOLL PHARMACEUTICAL COMPANY orancGeE, NEW JERSEY 
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Dosage: 2 Tablets B.1.D. (A.M. & P.M.) 


lt was the introduction of neo Bromth several years ago that created such widespread 
interest in the premenstrual syndrome—because of neo Bromth’s specific ability 
to prevent the development of the condition in the first place. 

The action of neo Bromth is not limited merely to control of abnormal water retention, 
or of nervousness, or of pain—or any other single or several of the multiple 
manifestations characteristic of premenstrual tension. neo Bromth effectively controls 
the whole syndrome. 

neo Bromth is also completely free from the undesirable side effects associated with 
such limited-action therapy as ammonium chloride, hormones, tranquilizers and potent 
diuretics. neo Bromth has continued to prove to be the safest—as well as the most 
effective—treatment for premenstrual tension. 

Each 80 mg. tablet contains 50 mg. Pamabrom, and 30 mg. pyrilamine maleate. 
Dosage is 2 tablets twice daily (morning and night) beginning 5 to 7 days before 
menstruation. Discontinue when the flow starts. 
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7 per cent free 


14 per cent acetylated 


79 per cent glucuronide* 


*Highly soluble yet retaining 
some antibacterial effectiveness 


UNIQUE EXCRETION PATTERN MAKES MADRIBON SAFER 


4 sound reasons 
to prescribe 
Madribon 

In respiratory 
tract infections 


Reports and Conference Papers on Madribon: 1. R. J. Schnitzer, W. F. DeLorenzo, E. Grunberg and R. Russomanno, Proc. Soc. Exper. 
& Med., 99:421, 1958. 2. E. H. Townsend, Jr. and A. Borgstedt, Antibiotics Annual 1958-1959, New York, Medical Encyclopedia, Inc., 1959, 
3. W. P. Boger, ibid., p. 48. 4. S. Ross, J. R. Puig and E. A. Zaremba, ibid., p. 56. 5. O. Brandman, C. Oyer and R. Engelberg, J. M. Soc. New 
56:24, 1959. 6. L. O. Randall, R. E. Bagdon and R. Engelberg, Toxicol. & Appl. Pharmacol., 1:28, 1959. 7. B. Wolach, Colorado GP, 1:4, 1959.84 
Fust and E. Boehni, Antibiotic Med. & Clin. Therapy, 6: (Suppl. 1), 3, 1959. 9 W. F. DeLorenzo and A. M. Schumacher, ibid., p. 11. 10.W. 
DeLorenzo and R. Russomanno, ibid., p. 14. 11. R. J. Schnitzer and W. F. DeLorenzo, ibid., p. 17. 12. B. A. Koechlin, W. Kern and R. Engelberg, ® 
p. 22. 13. B. H. Leming, Jr., C. Flanigan, Jr. and B. R. Jennings, ibid., p. 32. 14. H. P. Ironson and C. Patel, ibid., p. 40. 15. W. A. Leff, ibid., P. 
16. J. F. Glenn, J. R. Johnson and J. H. Semans, ibid., p. 49. 17. J. D. Young, Jr., W. S. Kiser and O. C. Beyer, ibid., p. 53. 18. T. D. Michal, # 
p. 57. 19. J. C. Elia, ibid., p. 61. 20. S. Guss and A. J. Spiro, Pediatric Conferences, 2:14, 1959. 21. R. E. Ray, Case Rep. Child. Mem. Hosp., Chet 
17:4445, 1959. 22. O. Thalhammer (University Pediatric Clinic, Vienna, Austria), paper presented at the International Congress of Infectious 
ology, Milan, Italy, May 6-10, 1959. 23. R. Schuppli (Director, University Dermatological Clinic, Basle, Switzerland), ibid. 24. S. Rummelhardt (Fi 
University Surgical Clinic, Vienna, Austria), ibid. 25. M. Rinetti (Institute of Surgical Pathology, University of Parma, Italy), ibid. 26. M. Res 
(University Pediatric Clinic, Berne, Switzerland), ibid. 27. N. Quattrin (Cardarelli Hospital, Naples, Italy), ibid. 28. E. Picha (First University Gy 
cological Clinic, Vienna, Austria), ibid. 29. R. Neimeier (University Gynecology Clinic, Basle, Switzerland), ibid. 30. G. Moustardier (Faculty 
Medicine and St. Andrew's Hospital, Bordeaux, France), ibid. 31. S. T. Madsen (Bergen, Norway), ibid. 32. W. P. Boger, ibid. 33. P. Buenger (ee 
Department, Heidberg General Hospital, Langenhorn, Hamburg, Germany), ibid. 34. J. Leng-Levy, J. David-Chausse, P. Gibaud and J. Ba 
J. méd. Bordeaux, 136:713, 1959. 35. B. H. Leming, Jr. and C. Flanigan, Jr., Scientific Exhibit, Annual Meeting of the American Medical Assou®™ 
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THE RATE OF MADRIBON EFFECTIVENESS 
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Safe low-dosage sulfonamide, 
backed by 76 published reports 


In extensive clinical studies, Madribon has 
accumulated an unexcelled safety record. 


The total incidence of side reactions with Madribog 


lies below 2 per cent; those that have 
occurred were generally mild and transitory. 


Reported effectiveness of Madribon registers 
up to 90 per cent in a large variety of respiratory, 
urinary tract and soft tissue infections. 
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ESS WINED BLOOD LEVELS FOLLOW A SINGLE 2-GM DOSES 


Wide antibacterial spectrum — high blood levels An original development 
Madribon proves effective against the following of Roche research, available 


pathogens, including at times some strains 


as only as 
resistant to older antibacterial agents:!*-57.5° y Vi A ii 0 
1 Mac Staphylococcus aureus hemolyticus * beta hemolytic 


streptococci * pneumococci » K. pneumoniae » Supplied: Madribon Tablets: 0.5 Gm, double scored, mono- 


tory. H. influenzae * Ps. aeruginosa « B. proteus * E. coli * grammed, gold colored—bottles of 30, 100, 250 and 1000. Madri- 
Shigella * Salmonella + paracolon bacilli bon Suspension: 0.25 Gm/teasp. (5 cc), custard flavored—bottles 
sters of 4 oz and 16 oz. Madribon Pediatric Drops: 10-cc plastic con- 


tainer with special tip for dispensing drop dosage—each cc (20 


piratory, This high activity of Madribon against common provides 250 mg Maieiben. 


pathogens is combined with high sulfa blood levels, 
rapidly attained and maintained for prolonged 
periods on once-a-day dosage. 


MADRIBON® — 2,4-dimethoxy-6-sulfanilamido-1,3-diazine 


=) 
, ba Consult literature and dosage information, 
(= available on request, before prescribing. 
Division of Hoffmann-La Roche Inc. 


Atlantic City, N. J., June 1959. 36. J. C. Elia, ibid. 37. M. J. Mosely, Jr., J. Nat. M. A., 51:258, 1959. 38. H. Schoenfeld and W. Sommerfeld, Aerztl. 
‘oc. Exper. Wehnschr., 14:619, 1959. 39. H. Ptasnik; Medizinische, (31/32), 1437, 1959. 40. P. Rentchnick and J. Lagier, Schweiz. med. Wchnschr., 89:894, 1959. 
1c.,, 1959, p. 4. R. E. Bagdon, L. O. Randall and W. A. Leff, Ann. New York Acad. Sc., 82:(Art. 1), 3, 1959. 42. W. F. DeLorenzo and R. J. Schnitzer, ibid., 
‘oc. New p. 10. 43. W. P. Boger and J. J. Gavin, ibid., p. 18. 44. B. H. Leming, Jr. and C. Flanigan, Jr., ibid., p. 31. 45. T. D. Michael, ibid., p. 40. 46. S. M 
1:4, 1959.8 Finegold, Z. Kudinoff, H. O. Kendall and V. E. Kvinge, ibid., p. 44. 47. W. J. Grace, ibid., p. 51. 48. J. C. Elia, ibid., p. 52. 49. L. E. Skinner, ibid., 
. 0, W.im P- 57. 50. G. A. Moore, ibid., p. 61. 51. C. W. Daeschner, ibid., p. 64. 52. E. H. Townsend, Jr. and A. Borgstedt, ibid., p. 71. 53. S. Krugman, Dis- 
iB “Ussant, ibid., p. 78. 54. S. W. Levy, ibid., p. 80. 55. M. M. Cahn and E. J. Levy, ibid., p. 84. 56. M. Sierp and J. W. Draper, ibid., p. 92. 57. W. S. 

Kiser, O. C. Beyer and J. D. Young, ibid., p. 105. 58. G. Carroll, Discussant, ibid., p. 110. 59. H. L. Rosenthal and L. Jud, J. Lab. & Clin. Med., 
3 ‘ 54:461, 1959. 60. A. E. Thill, Pennsylvania M. J., 62:1534, 1959. 61. Council on Drugs, New and Nonofficial Drugs, J.A.M.A., 171:1691, 1959. 62. T. 
Hosp., Chica Sakuma, C. W. Daeschner and E. M. Yow, Am. J. M. Sc., 239:92, 1960. 63. J. W. Faulkner and A. F. Morrison, J. Urol., 83:181, 1960. 64. H. Lieb, 
infectious Pat er Therap. Res., 2:66, 1960. 65. G. D. La Veck, F. de la Cruz and J. Kirschvink, Antibiotic Med. & Clin. Therapy, 7:119, 1960. 66. J. C. Elia, Mil. 
:melhardt (Fi oo 125:258, 1960. 67. A. Lattimer, A. J. Simon and M. H. Lepper, Am. J. M. Sc., 239:548, 1960. 68. J. C. Elia, J. Internat. Coll. Surgeons, 33:446, 
26. M. Rests rag 6. R. J. Williams, R. Etienne, M. Lloyd, B. Randolph, J. Hoard and T. Reed, Antibiotic Med. & Clin. Therapy, 7:358, 1960. 70. N. Mulla, 
Jniversity Gy bi st. & Gynec., 16:89, 1960. 71. B. Pinck, J. Urol., in press. 72. J. C. Elia, Eye Ear Nose & Throat Month., 39:504, 1960. 73. H. B. Barner, Anti- 
lier (Faculty pe Med. & Clin. Therapy, 7:426, 1960. 74. J. P. Cappuccio and E. C. Dobbs, J. Oral Surg., 18:230, 1960. 75. J. B. Christodoupoulos and A. P. Kiotz, 
renger (Med i J. Gastroenterol., in press. 76. L. Weinstein, A.M.A. Arch. Indust. H., 21:487, 1960. 77. C. P. Katsampes and N. McNabb, Antibiotic Med. & Clin. 
| and J. Bot erapy, in press. 78. G. Nunnelly, J.A.M.A., 173:1020, 1960. 79. S. F. Horne, M. Times, in press. 80. L. H. Teitel, P. Chericho, L. L. Kay, P. A. 
cal Associatio Printz and S. Printz, Curr. Therap. Res., 2:310, 1960. 81. M. M. Cahn and E. J. Levy, Clin. Med., in press. 
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Alveolar exudate 
in bacterial pneumonia 


FRX 


| Therapeutic 
confidence 


Panalba is effective against 
more than 30 commonly 
encountered pathogens 
including staphylococci 
resistant to other antibiotics. 
Right from the start, 
prescribing it gives you a 
high degree of assurance 
of obtaining the desired 
anti-infective action in this 
as in a wide variety of 


bacterial diseases. 


Supplied: Capsules, each 
containing Panmycin* 
Phosphate (tetracycline 
phosphate complex), 
equivalent to 250 mg. 
tetracycline hydrochloride, 
and 125 mg. Albamycin,* 
as novobiocin sodium, in 
bottles of 16 and 100. 


“Trademark, Reg. U. S. Pat. Off. 


Panalb 


your broad-spectrum 


antibiotic of first resort 
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benzthiazide 


NaClex 


A. H. Robins announces NaClex, a potent, oral, non- 
mercurial diuretic. NaClex is a new molecule, desig- 
nated benzthiazide. Its unique chemical structure 
produces a “pronounced increase in diuretic potency”! 
over many older diuretics. NaClex also has antihy- 
pertensive properties, and it enhances the activity of 
other antihypertensive drugs. 


a new molecule 
with an 
unsurpassed 
faculty for 
salt excretion 
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diuresis 


As salt goes, so goes edema 


A fundamental principle of diuresis is that “increased 
urine volume and loss of body weight are proportional 
to and the osmotic consequences of loss of ions.”’? New 
NaClex helps reduce edema through the application 
of this basic principle. 


Apparently functioning in the proximal renal tubules, 
NaClex strictly limits the reabsorption of sodium and 
chloride ions. To maintain the essential, subtle balance 
between salt and water, the body’s homeostatic mech- 
anism reponds to this loss of ions by allowing an 
increased excretion of excessive extracellular water. 
Thus the NaClex-induced removal of salt leads 
directly to the reduction of edema. 

How potent is benzthiazide? 

Compared tablet for tablet with oral diuretics now 
available, NaClex is unsurpassed in potency. Milli- 
gram for milligram, it has achieved optimum diuresis 


in pharmacologic studies at 1/20 the dose required 
for chlorothiazide. 


What are the major diuretic indications for NaClex? 
NaClex produces diuresis, weight loss, and sympto- 
matic improvement in edema associated with condi- 
tions such as congestive heart failure, cirrhosis of the 
liver, chronic renal diseases (including nephrosis), 
premenstrual tension, toxemia of pregnancy, and 
obesity. Edema of local origin and that caused by 
steroids may also benefit. 


To what extent is NaClex useful in hypertension? 


NaClex has definite antihypertensive properties, and 
may be used alone in mild hypertension. In severer 
cases It may be used with other antihypertensive 


salt removal 
is still the 
fundamental 
objective 


drugs, potentiating them and permitting their use at 
lower dosage. In hypertension with associated water 
retention, NaClex is of twofold value. It may be 
prescribed for congestive heart failure as an ancillary 
measure to digitalis. 


Is potassium excretion a problem with NaClex? 

In short-term therapy, excessive potassium excretion 
is unlikely. In the effective dose range, potassium loss 
varies from 4% to % that of sodium. Naturally, the 
ratio of these ions depends on the rate at which 
excess sodium stores are depleted, and whether salt 
intake is restricted. 


Can NaClex and mercurials be given concurrently? 
Yes. When so employed, NaClex may increase the 
efficacy of mercurials. But NaClex alone is often 
effective enough to eliminate the need for parenteral 
mercurial administration. Also, NaClex may be effec- 
tive in cases when mercurials are not. 


Supply: Available in yellow, scored 50 mg. tablets. 


References: 1. Ford, R. V., Cur. Therap. Res., 2:51, 
1960. 2. Pitts, R. F., Am. J. Med., 24:745, 1958. 


For complete dosage schedules, precautions, or other informa- 
tion about new NaClex, please consult basic literature, 
package insert, or your local Robins representative, or write 
to A. H. Robins Co., Inc., Richmond, Va. 


A. H. ROBINS COMPANY, INC. - 
RICHMOND 20, VIRGINIA 
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TEXAS INSTRUMENTS INCORPORATED, HOUSTON, 


Severe nasal congestion 


Tracing demonstrates obstructed air 
iflow as a consequence of acute, 


Photo shows use of electron 
rhinograph, a new technique 
measure air flow and response 
decongestant therapy, using s 
subject as control. 


SMITH-DORSE Y — a division of The WANDER COMPANY, LINCOLN, NEBRASKA 
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TEXAS INSTRUMENTS INCORPORATED, HOUSTON, 


: 


SINUSITI 


DECONGESTS PARANASAL SINUSES, TREATS 
UNDERLYING CAUSE OF PAIN AND PRESSURE 


As an oral decongestant with antiallergic and antiinflammatory action, 
URSINUS shrinks edematous-congested turbinates, opens obstructed ostia, 
electrog "establishes sinus drainage and nasal patency. Pain, produced by pres- 
chniqueg Sure from retained sinus secretions and engorged turbinates, is promptly 
‘esponse@ nd effectively relieved over a prolonged period of time. 


sing $2 

— Each URSINUS Inlay-Tab contains: phenylpropanolamine HCI, 25 mg.; 
pheniramine maleate, 12.5 mg.; pyrilamine maleate 12.5 mg.; Calurin® 
(calcium acetylsalicylate carbamide, equiv. to aspirin 300 mg.) Dose: 1 or 
2 tablets every 4 to 6 hours. Supplied in bottles of 100 URSINUS tablets. 


STON, 
ingesting 2 Ursinus tablets: nasal air 
‘iow improved four to five times, anc —- 
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Fostex’ 


e _ treats their 


© while they 
wash 


degreases the skin helps remove blackheads dries and peels the skin 
completely emulsifies penetrates and softens come- removes papule coverings and 
and washes off excess dones, unblocks pores and facil- permits drainage of sebaceous 
oil from the skin. itates removal of sebum plugs. glands. 


Patients like Fostex because it is so easy to use. They simply wash acne skin 2 to 4 times 
a day with Fostex Cream or Fostex Cake, instead of using soap. 


Fostex contains Sebulytic®,* a combination of surface-active wetting agents with remark- 
able antiseborrheic, keratolytic and antibacterial actions ...enhanced by sulfur 2%, 
salicylic acid 2%, and hexachlorophene 1%. 


‘sodium lauryl sulfoacetate, sodium alkyl aryl polyether sulfonate and sodium dioctyl sulfosuccinate. 


Fostex is available in two forms— 


— G FOSTEX CREAM, in 4.5 oz. jars. 


FOSTEX CAKE, in bar form. 


Fostex Cream and Fostex Cake are inter- 
changeable for therapeutic washing of the skin. 
Fostex Cream is approximately twice as drying 
as Fostex Cake. 


Fostex Cream is also used as a therapeutic 
shampoo in dandruff and oily scalp. 


Write for samples. 


WESTWOOD PHARMACEUTICALS * Buffalo 13, Mew York 
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DEMETHYLCHLORTETRA CLINE LEDERCE 
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DECLOMYCIN Demethylchlortetracycline attains— 
usually within two hours—inhibitory blood levels 
more than adequate to suppress susceptible path- 
ogens. The substantially higher levels—higher, that 
is, in comparison with other tetracyclines — insure 
that positive antibacterial action is brought to bear 


at the infective site. On a milligram-for-milligram 
basis, DECLOMYCIN Demethylchlortetracycline 
i} has been shown to have two to four times the in 
hibitory capacity of other tetracyclines against sus- 
ceptible organisms and has, in addition, been 


attains 


shown to inhibit many individual strains relatively 


hi oh ac tivity resistant to other tetracyclines. 


l evel s at DECLOMYCIN Demethylchlortetracycline normally 
attains optimal inhibitory concentrations in affect- 

low do Sd ge ed tissues and body fluids on daily dosages substan- 

| tially lower than those required to elicit antibiotic 

: activity of comparable intensity with other tetra 
cyclines. With other tetracyclines, the average, ef 
fective, adult daily dose is 1 Gm. With DECLOMY- 
CIN Demethylchlortetracycline, it is only 600 mg. 
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SUSTAINS 
high activity 
levels at 
low dosage 


DECLOMYCIN sustains, through the entire 
tic course, the high activity levels needed to conta 
the primary infective process and to check the onsef 
of a complicating secondary infection at the orig 


inal—or at another—site. The antibiotic suffuse™ 
through organs, tissues and fluids, and is presentalfll 
therapeutic concentrations in other potentially o 
actually affected systems while it is acting at the 
primary site. 


DECLOMYCIN sustains this combined therapeuti¢ 
action, in most instances, without pronounced hour | 
to-hour, dose-to-dose, peak-and-valley fluctuation 

in activity levels. This flattening-out of the activity 
level oscillations which characterize other tetra © 
cyclines is attributable to two distinctive properties 
of DECLOMYCIN Demethylchlortetracycline-§ 
relatively high resistance to degradation within thef 
body and a relatively low rate of renal clearance. 
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METHYLCHLEORTETRACYCLINE LEDERLE 
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retains 

high activity 
levels after 
dosage 1s 
stopped 


DECLOMYCIN Demethylchlortetracycline retaig 
significant tetracycline activity levels, in the majqaal™ 
ity of cases, up to 48 hours after the last doggy 

given. This attribute is, again, due to higher 
sistance to degradation and a lower renal clearaggal 
rate...as compared with other tetracyclines. A fill 
extra day of positive antibacterial action may, thi 
be confidently expected. Two extra days in whi 
measurable therapeutic levels are retained Ti 


been reported in many cases. 


DECLOMYCIN, thus, provides up to six days, actiViilm 

ona four-day therapeutic course. Shortening 
normally indicated course is not recommendi 
since this may deprive the patient of the benefijgg 
the added insurance against superinfection orm E 
currence provided by the longer retention of alii 
bacterial potency. One capsule four times a day,it 
the average infection in the average adult, is tim 
same as with other tetracyclines — but the tol 
dosage is lower and the duration of anti-infectiag™ 
action is longer. 


i 
| 

— 
one 
EY. 
‘ 
ag 
i 
4 
H 

i 

| 
i 

i 

| 

© 

2S 

| 

t 

\ 

x 

af 


"DAYS OF TETRACYCLINE At DOSAGE 


DURATION OF PROTECTION 


DAYS OF TETRACYCLINE B? DOSAGE 

DURATION OF PROTECTION 

, activin 
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1 of ali 

1 day, 

lt, is 


y ‘Oxytetracycline. 2) hiortetracycline. (3) Tetracycline. 


TION” AGAINST RECURRENCE 
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higher activity/intake ratio— positive antibacterial action 
sustained activity levels—protection against problem pathogens 
up to two extra days’ activity—protection against recurrence 

CAPSULES, 150 mg., bottles of 16 and 100. Dosage: Aver==2 infections™ 
capsule four times daily. Severe infections—Initial dose oi 2 capsles, 
i capsule every six hours. 


PEDIATRIC DROPS, 60 mg./cc. in 10 cc. bottle with calibrated, plastic droppamm 
Dosage: 1 to 2 drops (3 to 6 mg.) per pound body weight per day—divided into 4 dosa 


SYRUP, 75 mg./5 cc. teaspoonful (cherry-flavored), bottles of 2 and 16 fl.4 
Dosage: 3 to 6 mg. per pound body weight per day—divided into 4 doses. 


PRECAUTIONS: As with other antibiotics, DECLOMYCIN may occasionally give rise to glo 


i for the stomatitis, proctitis, nausea, diarrhea, vaginitis or dermatitis. A photodynamic reaction to § 

| light has been observed in a few patients on DECLOMYCIN. Although reversible by discontinul 
added measure therapy, patients should avoid exposure to intense sunlight. If adverse reaction or idiosyncras 
of protection occurs, discontinue medication. 
in clinical Overgrowth of nonsusceptible organisms is a possibility with DECLOMYCIN, as with othe 

| practice antibiotics. The patient should be kept under observation. 


DEMETHYLCHLORTETRACYCLINE LEDERLE 


LEDERLE LABORATORIES, a Division of AMERICAN CYANAMID COMPANY, Pearl River, New York Be i 
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In each capsule of 


PHENAPHEN tever the measure patier 
_ pain) , Phenaphen’s four formulations provide a virtually com- 
"plete “analgesic armamentarium” for dependable relief. Syn-_ 

pxvamine sulfa 0.031 mg. 
- PHENAPHEN NO. 

EDERE with Codeine Phosphate % gr. 

-PHENAPHEN’« | 


— _PHENAPHEN’ with CODEINE 


In each capsule of for maxi 
PHENAPHEN NO. 4 


nen with Codeine Phosphate 1 gr. 
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when 
emotions 
| “muscle in” 
i on smooth muscle function... 


DEPENDABLE 
SEDATION 


MmOver 4 billion doses of successful treatment have conclu- 
msively demonstrated DONNATAL’S high degree of effec- 
Bi: tiveness, safety and dependability. This is just one more of 
+ athe many excellent reasons why DONNATAL is prescribed 
~4-today—by more physicians than any other antispasmodic. 


DONNATAL 


Natural belladonna alkaloids in optimal synergistic ratio, plus phenobarbital jk ] 
TABLETS CAPSULES ELIXIR EXTENTABS® (Robins 
FORMULAE: In each Tablet, Cue ortsp. Ineach 


(5 ce.) of Elixir Extentab 
Hyoscyamine sulfate 0.1037 mg. 0.3111 mg. 
Atropine sulfate 0.0194 mg. 0.0582 mg. 
Hyoscine hydrobromide 0.0065mg. (0.0195 mg. A. H. ROBINS CO., INC 
Phenobarbital gr.) 16.2 mg. (3% gr.) 48.6 mg. Richmond 20, Virginié 


Making today’s medicines with integrity ... seeking tomorrow’s with persistenc 
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WHEN 
THE PATIENT 


WITHOUT 
ORGANIC DISEASE 
COMPLAINS OF constipation, 
flatulence, belching, 
intestinal atony, 
indigestion 


CONSIDER 


NEOCHOLAN® 
Your patient will often respond promptly to Neocholan therapy. It greatly increases the flow of 
thin, nonviscid bile and corrects biliary stasis by flushing the biliary system. It also relaxes intesti- 
nal spasm, resulting in an unimpeded flow of bile and pancreatic juice into the small intestine. 
Neocholan helps to promote proper digestion and absorption of nutrients. It also encourages 
normal peristalsis by restoring intestinal tone. 


Each tablet provides: Dehydrocholic Acid Compound, i PITMAN-MOORE COMPANY 


P-M Co. 265 mg. (Dehydrocholic Acid, 250 mg.); 
Homatropine methylbromide 1.2 mg.; Phenobarbital ni M DIVISION OF ALLIED LABORATORIES, INC. 
INDIANAPOLIS, INDIANA 


8.0 mg. Supplied in bottles of 100 tablets. 
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NOVGH POR 


IMPROVED 


(D-AMPHETAMINE + ATARAX® + VITAMINS AND MINERALS) 


(AND SHE’S LOSING NOTHING BUT WEIGHT) 


e She’s not losing her ambition to reduce. (Thanks to 
d-amphetamine’s proven anorectic action. ) 

e She’s not losing her composure. (The tranquilizer, 
Atarax, calms diet-induced anxiety and jitters.) 

e She’s not losing essential vitamins and minerals. 
(AMPLUS IMPROVED supplies them.) 


MAKE THE ONE FOR GOOD MEASURE AMPLUS IMPROVED 


One capsule half-hour before each meal. Bottles of 100 
soft, soluble capsules, this actual size. Pre- 
scription only. 


New York 17, N. Y. 
Division, Chas. Pfizer & Co., Inc, 
Science for the World’s Well-Being 
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over five years 


...for the tense and nervous patient 


Despite the introduction in recent years of ‘‘new and different” tranquil- 
izers, Miltown continues, quietly and steadfastly, to gain in acceptance. 
Meprobamate (Miltown) is prescribed by the medical profession more than 
any other tranquilizer in the world. 


The reasons are not hard to find. Miltown is a known drug. Its few side 
effects have been fully reported. There are no surprises in store for either 
the patient or the physician. 
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use... 


Proven 
t more than 750 published clinical studies 


Effective 


for relief of anxiety and tension 


Outstandingly Safe 


simple dosage schedule produces rapid, reliable 
l tranquilization without unpredictable excitation 


no cumulative effects, thus no need for difficult 
2 dosage readjustments 


3 does not produce ataxia, change in appetite or libido 


A does not produce depression, Parkinson-like symptoms, 
jaundice or agranulocytosis 


5 does not impair mental efficiency or normal behavior 


Miltown 


meprobamate (Wallace) 
Usual dosage: One or two 400 mg. tablets t.i.d. 


Supplied: 400 mg. scored tablets, 200 mg. sugar-coated tablets; 
or as MEPROTABS*—400 mg. unmarked, coated tablets. 


seas i WALLACE LABORATORIES / Cranbury, N. J. 


Cm-2833 
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‘B.W. & Co.’ ‘Sporin’ Ointments 


| rarely sensitize... 
give decisive bactericidal action 
for most every topical indication 


Broad-spectrum antibac- Ma 
terial action—plus the 
soothing anti-inflam- Zin 
matory, antipruritic ben- 


brand Ointment efits of hydrocortisone. 


The combined spectrum 

a of three overlapping tc 
antibiotics will eradicate 

j. virtually all known top- 


ar ical bacteria. brand Antibiotic Ointment ni 
| d 
| 
A basic antibiotic com- 
5 bination with proven pl 
effectiveness for the 
topical control of gram- | 
brand Antibiotic Ointment Positive and gram-nega- 
ss | tive organisms. 
| 
| high p 
; Contents per Gm. ‘Polysporin’® ‘Neosporin’® ‘Cortisporin’® 
F 
| ‘Aerosporin’® brand [F 
Polymyxin B Sulfate 10,000 Units 5,000 Units 5,000 Units 
PAR 
j Zinc Bacitracin 500 Units 400 Units 400 Units ye 
Neomycin Sulfate _ 5 mg. 5 mg. 
Hydrocortisone 10 mg. 
Supplied: Tubes of 1 oz., Tubes of 1 oz., Tubes of 4 oz. and 
¥Y% oz. and % oz. % oz. and % oz. ¥% oz. (with 
(with ophthalmic tip) (with ophthalmic tip) ophthalmic tip) 


BURROUGHS WELLCOME & CO. (U.S.A.) INC., Tuckahoe, New York 
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Inactive people who won't take time to eat properly, MyapEc can help prevent deficiencies by 
providing comprehensive vitamin-mineral support. Just one capsule a day supplies therapeutic 
doses of 9 important vitamins plus significant quantities of 11 essential minerals and trace 
elements. MYADEC is also valuable in vitamin depletion and stress states, in convalescence, in 
chronic disorders, in patients on salt-restricted diets, or wherever therapeutic vitamin-mineral 
supplementation is indicated. 


Each MYADEC Capsule contains: viTaMiNs: Vitamin By: crystalline—5 mcg.; Vitamin Bs (riboflavin)—10 mg.; 
Vitamin B. (pyridoxine hydrochloride) —2 mg.; Vitamin B, mononitrate—10 mg.; Nicotinamide (niacinamide)— 
100 mg.; Vitamin C (ascorbic acid)—150 mg.; Vitamin A—(7.5 mg.) 25,000 units; Vitamin D—(25 mcg.) 1,000 
3 units; Vitamin E (d-alpha-tocophery] acetate concentrate) —5 I.U. MINERALS: (as inorganic salts) lodine—0.15 mg. 
Manganese—1 mg.; Cobalt—0.1 mg.; Potassium—5 mg.; Molybdenum—0.2 mg.; Iron—15 mg.; Copper—1 mg. 
oy Zinc—1.5 mg.; Magnesium—6 mg.; Calcium—105 mg.; Phosphorus—80 mg. Bottles of 30, 100 and 250. 
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a quick bite”... 
then back 

to the grind P 
nutritional 
deficiency’s 


not far behind. 


prescribe... 


high potency vitamin-mineral supplement 


PARKE-DAVIS 


PARKE, DAVIS & COMPANY 
Detroit 32, Michigan 
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a new antitussive molecule 


<4 alpha-(2-dimethylaminoethyl)-o-chlorobenzhydrol hydrochloride, generically termed “chlophedianol hydrochloride” 
NON-NARCOTIC 
4 


SYRUP 


THE ADVANTAGES OF ULO 


| 


cough Though it reaches peak acting 

SU ppressant nNarcoticS somewhat more slowly, the cough 

action suppressant power of ULO is fully 
great as that of narcotics. 

duration eat narcotics After reaching peak action, : 
of action than” _ maintains its maximal cough i 

suppressant effect undiminished 

for 4 to 8 hours. 2 

| 
side, is free from the limitation 
i i fects of 
actions narcotics Fe and undesirable side ef ects 0 
narcotics...no constipation 
nausea...no gastric irritations 


no appetite suppression...n0 
erance development...no respi 
tory depression...no drowsiia™ 
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CLINICAL RESULTS WITH 
in 1078 patients observed by 50 U.S. investi- 
gators, 46 of whom were chest physicians. © 


Indications 


Diagnostic te Number of Good to ; Not Upper respiratory 
Category - Patients Excellent Fair Poor Specified infections 


Upper Respiratory . Common cold 


Influenza 


Bronchitis 398 = 309 42. 38 Pneumonia 


‘Bronchitis 
Tracheitis 


Pneumonia 53 44 


Laryngitis 
23 Croup 


5 
Postnasal Drip 48 32 3 
3 
2 


Croup 14 10 Pertussis 


Pleurisy - 12 11 1 Pleurisy 


Total Patients 1078 149 109 
Total Patients Benefited 86.2% 


4 to 8 hour sustained cough suppression 


Comparison of therapeutically equivalent 
doses of ULO and other antitussive agents Mean per cent inhibition of cough 
in dogs following oral administra- 
tion of therapeutically equivalent 
doses of ULO (SL-501) and other 
antitussive agents. The horizontal 
dotted line represents threshold 
of maximum effectiveness, arbi- 
trarily taken at 75 per cent sup- 
pression of counted coughs. Note 
a ee e iveness of a single dose o 
Racca re ULO is 6 hours, 24 times as long 
VV DIMETHOXANATE: = 08 as that of codeine. Peak effective- 
ee ness of ULO is not reached until 2 
or 3 hours after administration, 
but the maximum antitussive 
action lasts at least 6 hours. 
Chen, J. Y.; Biller, H. F., and Mont- 


E. G., dr.: J. Pharmacol. 
Exper. Therap. 128:384, 1960. 


Percent inhibition of Cough 


Safety : sage: = _ Availability 
There are no known con- Adults: 25 mg. (1 teaspoonful) 3 or 4 times ULO Syrup, 25 mg. per 5 cc. ltea- 
traindications. Side effects daily as required; spoonful), in bottles of 12 fluid ounces. 
occur only occasionally and Children: 6 to 12 years of age—12.5 to 25 
have been mild. Nausea te 3 or 4 
and dizziness have oc- 


ing and drowsiness rarely. quired. 
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cardiac edema 
varying severity 


weight loss ranged 


me 


® 
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HYDROCHLOROTHIAZIDE 


increased potency —without corresponding increase in side effects 
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Sackner, M. A., Wallack, A. A. and Bellet, S.: Am. J. M. Se. 
237:575, (May) 1959. 

“The severity of the congestive 
heart failure ...was as follows: 
Class IV (9 patients), Class III 
(5 patients), and Class II (1 pa- 
tient).”. . “Weight loss ranged 
from 4. to 45 pounds over a period 


of 3 to 17 days with an average 


of 2.4 pounds a day.” 


DOSAGE: One or two 50 mg. tablets of HyDRODIURIL once or 
twice a day. 


SUPPLIED: 25 mg. and 50 mg. scored tablets HypRODIURIL 
(Hydrochlorothiazide) in bottles of 100 and 1,000. 


HyDRODIURIL is a trademark of Merck & Co., INc. 


Additional information on HyDRODIURIL is available to the 
physician on request. 


MERCK SHARP & DOHME 
Division of Merck & Co., Inc. _ Philadelphia 1, Pa. 
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unique 
dimensional 


there’s nothing like __ 
BIVAM to protect | 
thehealth | 
of mother and baby — 


M 
| Dr orectan t 
oes mo re 


Dose of three BIVAM tablets provides: 


Fitrus Bioflavonoid Compound* . 100 mg. 
Ascorbic Acid (C) . . . . . 100 mg. 
1 Gm. 
. 200 mg 
6000 USP. Units 
. . 600 U.S.P. Units 
Thiamine Mononitrate (B,). 3 mg. 
Mboflavin . . . . . . 3 mg. 
Pyridoxine 3 mg. 
Vitamin B,2 (cobalamin concentrate) 3 mcg. 
Niocinamide 25 mg. 
Calcium Pantothenate 
Menadione (K) 
Vitamin E (dl, alpha 
tocophery| acetate) . 


ontains the many active bioflavonoid factors of the specially 
d water-soluble bioflavonoid complex from citrus. 


TABLETS 


the new third dimension 
in prenatal protection © 


_bioflavonoids 
plus... multiple vitamins 


and... multiple minerals 


(phosphorus-free calcium) 


supplied: 
Bottles of 100, 300 
and 1000 tablets. 


of gra 
show that optima 
utrition significar 
reduces the incidenc 
bortions, premat 
irths, stillbirths, 
oxemias and fata 


Babies are healthier, 


occurrence of 


permeability and f 
affect many 


q 
4 
. . . . .. . 1 mg. 
. . . . 0.2 mg. = 
‘BIVAMisan excel 
| 
AMPLES of small, ea swallow BIVAM tablets and literature from... 
4S. vitamin co ‘ati PHARMACEUTICALS 
amin corporation: U AS... 
ae “iington-Funk Laboratories, division * 250 East 43rd Street, New York 17, N. 
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INCREASED 
LIFE EXPECTANCY 
FOR 
HYPERTENSIVES 


“Life expectancy seems to be the one criterion that is most reliable and least 
questioned as a method of evaluating treatment for patients with elevated blood 
pressure."'! “It is evident that effective therapy of hypertension will prolong the life 
of the patient by preventing the dreaded complications of this disease in the 

brain, the heart and the kidneys .” “‘ There is no doubt of the prolongation of life 

in group 3 and 4 (Keith-Wagener-Barker) by adequate antihypertensive treatment. 
Some authorities report a 50 per cent, five year survival ratio for treated patients with 
malignant hypertension as against a1 per cent survival ratio for untreated patients."? 


Evaluation based on life expectancy is extremely difficult because of the peril of 
maintaining an untreated control group.! The doctor, however, can evaluate the 
symptoms related to the elevated blood pressure. ... We know that retinopathy 
may improve, the heart may be reduced in size, the electrocardiogram may 
improve and in favorable cases the blood urea nitrogen level may fall.2 These are 
reasonably objective criteria on which to base one's evaluation of treatment.! 


On the succeeding page is evidence that Unitensen included in any therapeutic 
regimen may improve the results in hypertension as measured 

by a regression of objective clinical changes in a substantial proportion 

of the patients treated. 


1. Currens, J. H.: New England J. Med. 267 :1062, 1959, 
2. Waldman, S., and Peiner, L.: Am. Pract. & Digest. Treat. 10:1139, 
3. Cohen, B. M.: paper presented at A.M.A. Convention, June, 
4. Cohen, B. M.: paper presented at Indiana Acad. G. P., March, 
5. Cohen, B. M.: Am. J. Cardiology 1:748, 
6. Kirkendall, W. J.: J. lowa M. Soc. 47:300, 
7. Cherny, W. B., et a/.: Obst. & Gynec. 9:515, 
8. Raber, P. A.: Illinois M. J. 108:171, 
9. McCall, M. L., et a/.: Obst. & Gynec. 6:297, 
10, Finnerty, F. A.: Am. J. Med. 17:629, 
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Unlike diuretics or ganglionic blocking agents, Unitensen lowers blood pressure through wide- 
spread vasorelaxation. Normal vasomotor responses are not altered, and there is no venous 
pooling with resulting postural hypotension.*5 Through alleviation of cerebral vasospasm, 
Unitensen promotes cerebral blood flow and oxygen utilization.6-9 Furthermore, Unitensen 
increases cardiac efficiency, improves rena! function and tends to arrest the progress of 
vascular damage.®:4, 10 


Progress of Objective and Subjective Symptoms in Grades III and IV Hypertension 
Following Treatment with Unitensen and Unitensen-R 


Observations in Patients* Treated up to 2 Years Observations in Patients* Treated up to 32 Years 


The Course of Subjective Symptoms 


ymptom | Number**| Improved] % Improve Number** Improved &% Improved 
Headache 27 21 71.7 43 38 88.0 
Palpitation 20 13 65.0 29 19 65.5 
Angina 15 9 60.0 21 16 76.0 
Dyspnea 17 8 47.0 27 14 51.0 

Objective Changes Following Treatment 

Finding | Number**| Improved] % Improved Number** Improved % Improved 
Funduscopid 
Changes 41 24 58.5 59 38 66.0 
Enlarged 
Heart 20 13 65.0 35 23 65.7 
AbnormalE€G 37 10 27.0 45 25 55.5 
Proteinuria 31 12 38.7 43 27 62.7 
Nitrogen 

| Retention 47 6 35.2 28 10 35.7 


Left hand charts from Clinical Exhibit ‘The Ambulatory Patient 
with Hypertension” presented AMA Convention, San Francisco, 
June 22-27, 1958, by B. M. Cohen, M.D. 


Right hand charts include patients previously reported who had 
been continuously maintained on Unitensen and Unitensen-R, 
plus additional patients later added to the study. From Clinical 

Exhibit “The Office Diagnosis and Treatment of the Patient with 
*All patients in this study were initially classified as Smithwick Hypertension” presented American Academy of General Prac- 
Grades Ill and IV. 


tice, Indianapolis, March 18-19, 1959, by B. M. Cohen, M.D, 
**Expressed as the number of patients exhibiting the symptom 


recorded, 


UNITENSEN 


Each tablet contains: Cryptenamine (tannates) 2.0 mg. 


UNITENSEN-PHEN 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Phenobarbital 15 mg. 


UNITENSEN-R’ 


Each tablet contains: Cryptenamine (tannates) 1.0 mg., Reserpine 0.1 mg. 


UNITENSEN AQUEOUS 


Each cc. contains: 2.0 mg. cryptenamine (acetates) in isotonic saline 


new from Neisler 
Analexin® 


a new class of drug IRWIN, NEISLER & CO. 
for the relief of pain and muscle tension Meialer inoi 


Decatur, Illinois 
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(H.W.&D. brand of lututrin) 


NEW 3000 UNIT TABLET.. 
NO INCREASE IN PRICE 


Lutrexin is widely used in the treatment of — dys- 
menorrhea, premature labor, threatened and habitual 
abortion. 


Continued reports from clinical investigators indi- 
cate highly successful results with larger doses of Lutrexin. 


Process improvement has enabled us to now offer a | 
3000 unit tablet of Lutrexin at no increase in price. 


Lutrexin Tablets—3000 units—will permit conven- , 
ient use of larger doses with better therapeutic results at | 
no increased or less cost to the patient. 


HYNSON, WESTCOTT & DUNNING, 


BALTIMORE 1, MARYLAND 
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Symposium on Geriatrics’ 


The problem of the aged portion of our population has been, is and will always be before us. The 
rapid expansion of this segment of the population and the political aspects of its adequate 

care, not only medically, have made it a great problem, at least for discussion. Nevertheless 

the physician responsible for the care of the oldster must view this person in terms of 

preventive medicine,—namely keeping him as well as possible and aid in all respects 

to see that he is properly housed and fed. So too, rehabilitation has not been used 

to its utmost. Rehabilitation after illness, after retirement and after a change 

in habits of living, may assure the continued self-care, happiness and even 

contribution to the community of the senior citizen. Most doctors 

will need a reorientation of thinking in terms of prevention. 


Old Age as a National Problem 


L. E. BURNEY, M.D.,t Washington, D. C. 


AT THE PRESENT TIME all types of professional 
groups throughout the country are discussing 
the problems of old age with renewed con- 
cern. I say “renewed” concern because I can- 
not recall a time in my entire professional life 
when the economic, social, and health prob- 
lems of the aged have not been matters of 
serious national concern. 

When I entered the Public Health Service 
in 1932, the “Townsend Plan” was stimulat- 
ing the fanciful hope of thousands of older 
people and was creating great anxiety in the 
minds of political leaders in all parts of the 
country. Individual states were establishing 
old age pension systems. Every state, every 
local community was staggering under the im- 
pact of the depression. Not the least of this 
impact was the burden of older citizens with- 
out income, without job opportunities, with- 
out health, without hope. 


Our Nation emerged from that “time of 


“Symposium on Geriatrics, Southern Medical Association, 
ey Teed Annual Meeting, Atlanta, Ga., November 16-19, 


ot hee General, Public Health Service, U. S. 


‘ment 
Education, and Welfare, Washington, D. C. 


troubles” with two national plans designed to 
solve the most obvious problems of aging and 
dependency. I refer, of course, to the national 
Old Age and Survivors Insurance program 
and the federal-state cooperative programs for 
public assistance. 

Two other features of the Social Security 
Act of 1935 deserve mention. They initi- 
ated federal-state cooperative programs for 
strengthening state and local public health 
services, maternal and child health programs, 
and services to crippled children. It was be- 
lieved that with social insurance and public 
assistance to solve the economic problems of 
aging, the traditional public health services, 
enriched by preventive and restorative services 
in the early years of life, would eventually 
produce a healthier adult population. 

During the past quarter century, there have 
been many changes in these national and 
federal-state cooperative programs. With re- 
spect to social insurance, the categories of 
workers covered by insurance have been in- 
creased, as well as the benefits for them and 
their dependents. The aim has been to shift 
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the burden of dependency from general taxes 
and out-of-pocket payments by the relatives of 
dependent persons, to the pooled contribu- 
tions of workers and their employers under 
Old Age and Survivors Insurance. 

Meanwhile, the Nation’s public assistance 
programs have expanded greatly—in types of 
service, in categories of dependent persons, 
and, most of all, in annual expenditures. 
Federal-state cooperative programs in voca- 
tional rehabilitation have been expanded to 
provide medical, rehabilitative, and vocation- 
al services for increasing numbers of handi- 
capped persons capable of entering employ- 
ment. The Nation’s;, hospital and medical facil- 
ities have been augmented through the com- 
bined resources of federal, state, and local 
governments, and of voluntary agencies, pub- 
lic subscriptions, private institutions, and in- 
dividual philanthropists. State and local 
health departments are spending larger sums 
of money and operating many specialized pro- 
grams for the control of particular diseases 
and environmental hazards. 


In each of these instances of increased na- 
tional effort the problems of old age have 
been prominent stimuli. In some programs 
older persons have been the principal recipi- 
ents of additional services. The expansion of 
the Hill-Burton Program in 1954, for exam- 
ple, to include construction grants for nursing 
homes, chronic disease hospitals, and other 
medical facilities was based primarily upon 
the needs of the aged. A small fund for health 
department activities in chronic disease con- 
trol and health of the aging, appropriated to 
the Public Health Service since 1956, has the 
primary purpose of increasing local health 
services for older people. 

Hospital and medical expense insurance, 
underwritten by commercial and private non- 
profit organizations, has become “big busi- 
ness” in our country. Approximately 123 mil- 
lion persons have some type of coverage, 
chiefly hospitalization, with total premium 
payments of $4 billion annually. Most of the 
beneficiaries have obtained their insurance in 
group plans through their places of employ- 
ment. Increasing numbers of beneficiaries are 
maintaining their health insurance after re- 
tirement. However, a significant proportion of 
the over-age population is not covered; nor 
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has the Nation yet attained comprehensive 
hospital-medical expense coverage through 
voluntary plans for all segments of the popu- 
lation. 

After nearly 25 years of progressive improve- 
ment in the Nation’s social insurance and pri- 
vate retirement plans, voluntary health insur- 
ance, public assistance and public health pro- 
grams, why this renewed concern about the 
problems of old age? 

The answer to that question can be as 
multi-faceted as any of you might wish it to 
be, or as time permits. It can be as simple and 
brief as this: Our Nation is still trying to 
solve a universal problem by piecemeal 
approaches. 

The universal problem I refer to is the 
single—but by no means simple—problem of 
the Nation’s opportunities for health. 

Is it realistic to think of health opportuni- 
ties for the youngest and oldest members of 
the population, without thinking of the 
young and middle-aged adults who raise our 
families, care for their elderly relatives, and 
support by their toil the Nation’s economy? Is 
it realistic to focus upon the few million in- 
dividuals receiving some form of public assist- 
ance without considering the tens of millions 
who are at present self-sufficient? Is it realistic 
to fancy that the Nation’s general level of 
health will be raised merely by “discovering” 
who has diabetes or cancer or some other spe- 
cific chronic disease? 

By focusing our funds and our scarce health 
manpower on these many categories of per- 
sons and of diseases, the Nation has dissipated 
both its resources and its energies. We have 
“missed the bus” in understanding and coping 
with the problems of old age. We have “missed 
the bus” economically, socially, and medically. 

Our expenditures for public welfare, con- 
struction of hospital and medical facilities, 
and public medical care have risen continv- 
ously, and steeply. Yet disabled and depen¢- 
ent older people are not much better off. A 
few weeks ago one of the Nation’s distin- 
guished social workers representing an out 
standing community homemaker service for 
older people, testified before a Congressional 
Subcommittee on Problems of the Aged and 
Aging. Her diagnosis of the community's faul- 

ty vision should interest you as physicians. 
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From her day-by-day experience with “real- 
life” problems, she reported: 


. it has been increasingly apparent to us that 
most of the difficulties we see arise from a ‘categorical’ 
method of thinking and planning—a disease which is 
almost as severe and as chronic as those which afflict 
our dependent older families. From this many peculiar 
and paradoxical situations arise: 


“It is sometimes better to be totally and permanently 
disabled than to be only chronically ill. 


“It is sometimes more advantageous to receive a 
pension based on destitution than to receive a worker's 
earned retirement income. 


“To be totally blind may be more advantageous 
than to be partially sighted. 


“It is easier to get help with a diagnosis of cancer 
than with a diagnosis of stroke.” 


Such anomalies in our national life chal- 
lenge every community, every profession in- 
volved in health and welfare services, especial- 
ly the medical profession. What has happened 
to permit us to place a higher value on misery 
and destitution than on health and self- 
sufficiency? What has happened to give one 
disease a higher value than another of equally 
disastrous effects? What has happened to the 
old-fashioned hope for health? 

The answer to this distortion of values in 
the provision of services for the chronically ill 
and aged is neither scientific nor economic. 
Candor compels every physician in this audi- 
ence to reject the well-worn answer that would 
place the burden on medical science. We 
know that severe disability would soon be- 
come a minor national problem if we were 
applying, at the proper time in the manage- 
ment of all patients, all of the available scien- 


tific knowledge and technical skills in these 
fields. 


I would also reject the proposal that this 
country can’t afford a more imaginative, a 
more constructive, and—in the long run—a 
more economical approach to the problems of 
chronic illness and old age. A Nation that can 
spend billions every year for the development 
of space probes can certainly spend a few 
more millions for health services. A Nation 
that can pay an annual medical bill of close 
to $25 billion can certainly afford to spend a 
few more millions to help reduce the disabling 
effects of costly long-term illness. 

The difficulty, I believe, is psychologic and 
social. In the past 25 years responsible citizens 
in most parts of the country have developed 
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an attitude which separates public health and 
public medical care in the community’s array 
of essential services. I may add that in many 
communities those responsible citizens include 
practicing physicians and health officers. 

There is no profit in analyzing here and 
now all of the factors that contributed to this 
attitude. The important point-is that few 
young adults have any idea why it is so diffi- 
cult nowadays to cope with the problems of 
family illness in the majority of American 
communities—large and small. The young 
adults, both in the professions and in the gen- 
eral population, comprise the group of citi- 
zens who are actually on the firing line of 
community action, who will increasingly 
make the decisions and assume the leadership. 
For the benefit of young physicians here to- 
day, therefore, I would like to emphasize some 
of the changes that have brought their com- 
munities to the present state of frustration, 
dissatisfaction, and downright resentment to- 
ward public and private expenditures for 
medical services. 


Changes in Community Needs and Services 


We need not summon an array of statistics 
to demonstrate the changes in the patterns of 
disease. Infectious diseases and acute condi- 
tions, excluding accidents, account for increas- 
ingly smaller proportions of the Nation’s mor- 
tality and prolonged disability. Chronic dis- 
eases and severe impairments are the major 
health problems. There are more older people 
in the population; and the incidence of 
chronic conditions advances with increasing 
age. 

Significant as these changes may be, the 
changes in the patterns of medical service are 
even more striking. For example, no provi- 
sions were made in the Social Security Act of 
1935 for medical care of recipients of public 
assistance. The increasing pressure on the 
states and local communities to provide such 
care, particularly for dependent older persons, 
stimulated recent amendments to the Act, per- 
mitting the purchase of medical services on 
behalf of recipients of the four federally-aided 
categories of public assistance. Since then 
there has been a continuous rise in federal, 
state, and local expenditures for this purpose. 
In 1959, approximately $342 million in tax 
funds was paid by state public welfare agen- 
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cies to individual physicians, hospitals, nurs- 
ing homes and other purveyors of medical 
services. This sum does not include about 
$100 million paid to needy individuals for 
their purchase of medical services. 

This annual expenditure of nearly half a 
billion dollars for the purchase of medical 
services for approximately 7 million individ- 
uals may seem exorbitant. Under present cir- 
cumstances, however, it purchases for only a 
very small proportion of the dependent popu- 
lation the full range of preventive, curative, 
and restorative medical services which could 
substantially reduce the costs of dependency. 


A second significant change in the patterns 
of medical service is the vastly increased avail- 
ability and use of hospitals and institutions in 
the care of the sick. Many factors have oper- 
ated to bring about this change. Without de- 
nying the essentiality or the advantages of hos- 
pital care, I would like to point out some of 
the national problems which increased hospit- 
alization has created. It has helped to drive 
up the costs of medical care. It has increased 
the competition for hospital beds, as well as 
for scarce health manpower. These economic 
forces have imposed upward pressures on 
health insurance premiums without a corre- 
sponding liberalization of benefits. 

With respect to care of the chronically ill 
and the aged, not only increased hospitaliza- 
tion but also increased use of institutional 
care of other types has created problems. In 
the past 25 years nursing homes have become 
a major resource for families and public wel- 
fare agencies in the care of disabled elderly 
persons. Approximately half a million older 
persons are in 25,000 nursing homes. There is 
a greater tendency to place older persons in 
mental institutions than in former years. 
Studies have repeatedly shown that many in- 
stitutionalized patients could be better cared 
for in their own homes. 

The increasing emphasis on hospitalization 
and institutional care has tended to obscure 
the role of public health as a valuable re- 
source in meeting the community’s needs for 
medical services. The traditional role of local 
health departments has been to provide prac- 
ticing physicians with laboratory diagnostic 
services, biologics, and certain drugs for the 
management of infectious disease patients, 
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usually at home or in the physician’s office. 
With rare exceptions health departments have 
not functioned in institutional settings until 
recent years; nor have they made the necessary 
transition to provide services which physicians 
now need for the management of chronically 
ill and aged patients in their own homes. 


Services with a Future 


As the Nation’s families and communities 
struggle with mounting burdens of long-term 
illness and old age, are there no alternatives 
to the high cost of care in hospitals and other 
institutions? There are. Fortunately, some 
states and communities have experimented 
and found that many patients can be cared 
for adequately—often much more satisfactor- 
ily—in their own homes. Some have found 
that a preventive approach to long-term ill- 
ness reduces the costs of dependency. We 
might call these experiments “services with a 
future.” 

What do these services with a future in- 
clude? A few years ago, the Commission on 
Chronic Illness listed 32 services which the 
chronically ill person is likely to need at vari- 
ous times. These included medical supervi- 
sion, a battery of diagnostic laboratory servi- 
ces, drug or diet therapy, rehabilitation, den- 
tal treatment, social service, bedside nursing, 
physical therapy, and many others. 


While the average physician has his patient 
in the hospital, most of these services, plus the 
basic provision of bed and board, are made 
available as a matter of course. He takes such 
services for granted, scarcely realizing that 
nowhere else in the community will his medi- 
cal decisions be so scrupulously put into prac- 
tice. The physician is responsible for making 
the diagnosis and prescribing the treatment, 
but an army of professional and ancillary per- 
sonnel carry out his orders—in the hospital. 

These so-called “supplementary services,” 
and the men and women who render them, 
have come to play a more important role in 
the delivery of medical services than the phy- 
sician himself. In 1900, 3 out of every 5 pro- 
fessional health workers were physicians; in 
1950, only 1 out of 5 were physicians. Of the 
2 million individuals who now deliver the 
Nation’s medical and health services, its drugs 
and other medical supplies, only about 200, 
000 are physicians. 
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The problem that confronts the physician, 
as key-man in care of the sick, is how to mar- 
shal these supplementary services in effective 
management of his patients in their homes. 
Rarely is he able to turn to a community 
source that makes these services available. 


To be sure, in a large metropolis there may 
be a great many piecemeal services. In one 
such city, more than 1,000 agencies and insti- 
tutions were identified as providing some 
type of service or assistance for care of the 
chronically ill. Even in these “well-supplied” 
communities, most of the services are meager, 
hedged in by restrictions and devices as rigid 
as the requirements of public assistance cate- 
gories. In one such community an arthritic 
patient who could be restored to self-care, but 
who did not need to be placed in employ- 
ment, could not be accepted for the rehabili- 
tation program of a local voluntary agency. 
The policy of the agency was to restrict its 
services to persons having the potential of em- 
ployment—a limitation already imposed on 
the state vocational rehabilitation program. 

A number of cities have set up a central re- 
ferral agency to guide families and physicians 
through such a maze of services. In most parts 
of the country, however, appropriate services 
have to be created. Efforts in this direction 
during the past decade have developed home- 
care programs, homemaker services and, in a 
few instances, Cooperative programs for public 
assistance recipients. 

In a few local communities during the past 
4 or 5 years, public health and welfare agen- 
cies have combined with private physicians to 
develop a cooperative medical care program 
for public assistance recipients, emphasizing a 
preventive approach. Programs of this type 
have been in operation in Santa Cruz County, 
California, since 1955, and in Russell County, 
Virginia, since 1956. 

Home-care programs are operating in more 
than 60 communities throughout the country. 
The auspices, the numbers and classes of pa- 
tients served, and the range of services vary 
widely. Nevertheless, the principle of caring 
for long-term patients in their own homes, 
effectively and at lower cost to the family and 
community, underlies all of these efforts. 

In Persons County, North Carolina, a home- 
care program for disabled persons is in its sec- 
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ond year. This program provides medical con- 
sultation, nursing, social service, physical and 
occupational therapy, health and nutrition 
education, orthopedic equipment, medicines 
and sick-room supplies. Residents of the coun- 
ty are eligible, regardless of age or financial 
status, providing they possess a potential for 
self-care or self-support. All patients admitted 
to the program must be referred by a local 
physician and must remain under medical 
care while receiving services of the program. 
The Public Health Service is cooperating with 
state and local agencies in this project. 


A similar program has been developed in 
Kentucky, serving 5 rural counties. Services 
offered by this home-care program are extend- 
ed to nursing homes. Both these examples of 
home-care in rural areas illustrate the oppor- 
tunities for local health departments and local 
physicians to work together for better care of 
the chronically ill and the aged. 

One of the least-publicized and most-appre- 
ciated innovations of recent years is the com- 
munity homemaker service. Almost 150 such 
programs are now being operated in 105 cities 
in 32 states and the District of Columbia. The 
community homemaker service makes avail- 
able at low cost the services of women who 
have been specially trained to run a house- 
hold in the presence of illness. A study con- 
ducted in 1958 by the Public Health Service 
showed that 83% of the families receiving 
these services had illness in the home; and an 
additional 10% of the families had a sick 
member in the hospital. 

In a community-wide program with flexible 
policies, the physician may turn to the com- 
munity homemaker service in all kinds of situ- 
ations. Perhaps an automobile accident has 
left some frightened children without a rela- 
tive to keep the family together in its own 
home for a critical period. The homemaker 
service can meet this need. The presence of a 
homemaker can enable the physician to short- 
en the period of convalescence in the hospital. 
With other supplementary services, the home- 
maker can contribute to the restoration of 
severely disabled patients. Independent fami- 
lies have demonstrated their willingness to 
pay for homemaker services when their com- 
munity makes them available. 


I have mentioned only a few of the types of 
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services that are urgently needed. They repre- 
sent the efforts of distressed communities to 
find some practical solution of medical service 
problems. They have been courageous, stim- 
ulating. 

I would remind this audience, however, 
that these efforts are still meager. Weighed 
against national needs they do not even tip 
the scales toward better and less costly care of 
the chronically ill and the aged. 

The time is now, I believe, for medicine 
and public health to cease playing ostrich. The 
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American people are in an age of thrilling re- 
sponsibilities. They will not tolerate unneces- 
sary drains upon their resources for costly 
facilities, insurance schemes, and community 
services which do not meet their needs. They 
want opportunities for health in terms of the 
advances they know medical science has made. 
Let us then strike out boldly for well-planned, 
well-organized, well-financed community serv- 
ices that will enhance those opportunities. Let 
us give them services with a future—in every 
community. 


The Practice of Geriatric Medicine 


WILLIAM B. KOUNTZ, M.D.,f St. Louis, Mo. 


THE MEDICAL PROBLEMS that go with the latter 
years of life, or gerontology, are not unlike 
medical problems at any other age. There are 
certain values that must be kept in mind, how- 
ever. Just as we are aware that the child is not 
an adult, so we must realize that the older per- 
son of 40 on is not what he was in his younger 
days, and that a changing body relationship 
exists between youth, adulthood and old age. 
The youth has not developed his full capacity 
for activity in all respects as an adult, and the 
older person has exhausted certain of his body 
functions, with a resulting decline in his body 
activities. 

When one studies the physiologic response 
of older people, it appears that many changes 
go hand in hand in the process of decline in 
health, but they are not necessarily parallel. 
This means that some tissues and functions 
decline more rapidly than others. These 
changes may be recognized by anatomic or 
functional study, the latter being by far the 
more important. The cause of the decline may 
be stress loads on different body functions 
throughout life, and factors which are reflect- 
ed generally as disturbed body nutrition. One 
may observe the older body organism during 
the decline and observe a progressive loss of 
nutrition, though seemingly the food intake is 
adequate. There also may develop a progres- 


+From the Washington University School of Medicine, St. 
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sive loss of physical and mental powers, not 
necessarily chronologically related. 

Under such a study, a sharp decline in the 
ability of the body to retain, digest, and assim- 
ilate different types of food may be readily 
noted. As an example, the decline of the body 
in burning sugar and carbohydrate is mani- 
fested by an increase in the diabetic state of 
people generally with age. The decline in di- 
gestion and assimilation of fat with abnormal 
curves seen in electrophoretic patterns which 
are generally typical of the older individuals 
indicates that lipids are no longer properly 
handled by them. Negative nitrogen balance 
and variations of the amino acid levels in the 
blood indicate that there is a definite decline 
in the ability of the body to digest and assimi- 
late protein substances. 

The response to stress factors, to which all 
individuals are more or less subjected, takes 
its toll on metabolism in the older person.! 
Thus, under stress the ability to anabolize the 
basic foods is lost, at least in part. Therefore 
during and following tension states, we find 
in older people an increase in diabetic tenden- 
cies, a high incidence of disturbance in fat 
pattern and an increase in the nitrogen loss 
plus a failure to return to the uptake of pro- 
teins. Because of the failure of the anabolic 
factors, whether it be lack of food intake or 
any of the other factors associated with aging, 
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when we walk along the wards of a hospital 
for the chronically ill, we see individuals in a 
reduced state of health and nutrition. It is 
necessary, therefore, in geriatric medical prac- 
tice to realize that factors are present in indi- 
viduals which lead to fundamental disturban- 
ces now known as disease, but which were for- 
merly considered to be the result of age rather 
than independent disease. In recent years, the 
changes that occur in older people have been 
recognized to be more the result of defective 
nutrition than any other disturbance. It is 
therefore necessary that we evaluate the causes 
of this state to understand the changes. 


Diet 


In discussing nutrition we have to consider 
the food intake first. At the present time much 
attention is being paid to this factor. We can 
read articles in medical and lay journals about 
different types of diet that may be proposed 
to solve the different problems of the older 
person. One of considerable interest at the 
present time is the low fat diet, particularly 
one low in cholesterol and fats solid at room 
temperature, animal fats, and other foods that 
contain the saturated or hydrogenated fats. 
Certainly such a dietary regimen is important 
for people who cannot readily burn fats, as 
manifested by a high cholesterol level and 
particularly in people past the meridian. It 
seems indicated that the human body during 
this period of life cannot successfully handle 
the fats, particularly those that are saturated 
or hydrogenated (those in which there is no 
double bond). All are aware of the work of 
Keys,” Joliffe, and others, who believe that 
the fat intake should be held to no more than 
25 or 30% of the total calories, with a propor- 
tion of the fat made up of oils in which un- 
saturated fatty acids predominate. Thus, it is 
recognized that corn oil, cottonseed oil, soy- 
bean oil, and other similar types should com- 
prise at least 50% of the total fat intake. 


A second concern with regard to diet is the 
problem of carbohydrates. We know that 
sugars and pastries are foods frequently eaten 
by older people and they tend to make indi- 
viduals gain weight. Since the store of human 
fat is just as saturated as any of the other ani- 
mal fats, it is advisable not to gain weight be- 
cause reducing or burning of fat will cause the 
cholesterol to rise. It is our experience that 
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carbohydrates generally are not too desirable, 
except in the form of vegetables and fruits. 
When sweets are eaten in excessive amounts 
they tend to interfere with the normal body 
metabolism of both protein and fat. 

The problem of protein metabolism is im- 
portant in elderly people. Protein is one of 
the basic foods and, as we have indicated 
above, a tendency for it to be lost does occur 
in older people. One of the ways to maintain 
nitrogen balance or prevent the loss of pro- 
tein in older people is by feeding a relatively 
high protein intake, which should always be 
done when they are accustomed to this food 
in their diet. It must be remembered that too 
much protein or any other type of food will 
tend to fatten. 

Sudden increase in the amount of protein 
intake, that is if it is fed too vigorously at any 
one time, when an individual is not accus- 
tomed to the amount, may cause gastrointes- 
tinal upsets and a reduction of the total cal- 
orie and food intake. This condition has been 
shown to occur in animals, as well as in heal- 
thy young individuals and older ones who 
have been on a low protein intake and are 
suddenly given a high one. Under such cir- 
cumstances persons are likely to develop loss 
of appetite and acute gastrointestinal disturb- 
ances. So in preparing a diet for older people, 
one of the important things is to gradually 
increase the amount of protein or other spe- 
cific food taken. Usually one gram or one and 
a half grams of protein per kilogram body 
weight may be offered. The advisability of 
using hydrogenated proteins or split proteins 
in the initial phase of protein administration 
should be considered. 


Recently it has been shown that not only 
the type of food that individuals eat, but also 
the rapidity of eating and the amounts eaten 
at one time are important in the control of 
high cholesterol levels associated with harden- 
ing of the arteries. Thus, overindulgence in 
food can bring about changes that limitation 
of particular types of food alone cannot over- 
come. It is therefore believed that older peo- 
ple should eat small amounts of food more 
frequently, rather than gorging themselves at 
one or two meals a day,—three smaller meals 
a day with between meal feeding is decidedly 
preferable. 

The use of vitamins is of importance in in- 
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dividuals. The vitamin B complex group 
should generally be administered to the older 
person, and particularly to those receiving 
such substances as thyroid and other metabol- 
ic stimulants. In addition, the use of vitamin 
A and vitamin D in adequate amounts taken 
once a day is recommended. Ascorbic acid or 
vitamin C is one substance that is usually low 
in the diet of most older people. The admin- 
istration of this substance in the form of tab- 
lets, perhaps 250 mg. at least three times a 
day, is of value. 

The state of the gastrointestinal tract is im- 
portant. The degree of enzymatic activity and 
gastrointestinal secretion is frequently re- 
duced, thereby making it difficult for proper 
digestion of foods to take place. 

Other factors, aside from optimum diet, 
must include a degree of physical activity to 
be recommended, and the administration of 
the anabolic group of hormones. In consider- 
ing the entire field of nutrition, then, we rec- 
ognize that diet is not the sole problem. It is 
necessary for physicians to evaluate the total 
nutritional aspect in individuals at all ages, 
but particularly in later years. 


Endocrine Glands 


How the endocrine glands work is not too 
well known, but certainly interesting facts 
have developed, particularly in relation to the 
enzymes of the body. Not enough is known 
about the enzymes for us to make a group dis- 
cussion, but generally the enzymatic activity 
of the anabolic, or the building types of 
glands of internal secretion, plays a role in the 
oxidative factors of the body. Thus the thy- 
roid and certainly the androgen and estrogen 
groups play such a role. The pituitary gland, 
aside from ACTH which has a potentiating 
effect on the production of hyperlipemia, has 
been shown to contain a substance, aside from 
that which has an unusual lipemia producing 
activity, which increases the blood sugar and 
modifies the pattern of the lipoproteins.‘ It 
is hoped that information developed by fur- 
ther study may improve our knowledge con- 
cerning the cholesterol and lipid metabolism 
in man. If such be the case, it would suggest 
that the pituitary activity would be classed as 
a factor of mobilization and thereby serve a 
catabolic influence under conditions of lower 
values of the other endocrine glands. This is 
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also true of the adrenal cortex and the excre- 
tion of the adrenal medulla. These substances 
do definitely have a mobilizing effect on the 
body metabolism and, as a consequence when, 
as is common in older people, the anabolic 
hormones are not of a proper level in the 
body there is a loss from the nutritional reser- 
voir. For this reason tension and stimulation 
of different types cause a spilling of energy 
and a loss of health. The result is a strain in 
older people, more so than in younger ones. 

It has been suggested that a decline in 
health of older people begins with a decline 
in their oxygen consumption. Different fac- 
tors tend to influence this. Certainly diet, as 
we have suggested, plays a part. Other condi- 
tions that are primarily related to a decline 
in metabolism and the increased incidence of 
ill health would include the decline in the de- 
gree of physical activity as well as the absence 
of the metabolic hormones in the body. 
Therefore physicians who intend to properly 
treat and anticipate the health of their pa- 
tients must look into these factors. It is a gen- 
eral rule that the anabolic hormones tend to 
decrease in the body, whereas the hormone 
substances that tend to mobilize different as- 
pects remain relatively high. It is therefore 
important to be able to evaluate the needs of 
individuals in general for all the hormones, 
but particularly for the anabolic types. The 
ones that are considered to have this response 
are thyroid, the androgens and estrogens of 
the gonadal groups, and insulin. We shall dis- 
cuss each one of these substances. 


Thyroid Gland. The activity of the thyroid 
gland is outstanding from its oxidative and 
calorigenic effects. As we know, it increases 
metabolism and causes the body to increase 
the burning of food and also the building of 
tissue when it is needed. It has other factors 
that may be listed, such as influence on water 
metabolism and protein and carbohydrate, as 
well as fat. All of these values suffer in indi- 
viduals who are short of thyroidal hormone; 
emphasis must be placed on the increased 
serum cholesterol in hypothyroidism and the 
fact that animals cannot be made to develop 
atherosclerosis without reducing and destroy- 
ing the activity of the thyroid gland. Increased 
activity of the thyroid gland or overadminis- 
tration of its hormone, will cause it to act as a 
catabolic agent in the body. Care should al- 
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ways be taken to include a study of the func- 
tion of this gland and to determine its level 
of activity, either by radioactive iodine uptake 
or by protein-bound iodine. 

At about the age of 20 in men and later in 
women, near the menopause, there is a defi- 
nite drop in the production of thyroid hor- 
mone and this is significant in any geriatric 
consideration.® Even though iodine intake and 
tensions of various types may affect both the 
iodine level and the evident thyroid function, 
one should realize, in an evaluation of an in- 
dividual in midlife and beyond, that he is 
potentially in a hypothyroid state and that 
small doses of iodine and thyroid play an im- 
portant role in his health factor. 

One of the older remedies in the treatment 
of individuals with arteriosclerosis, particu- 
larly of the peripherovascular type, is the use 
of iodine by mouth, or intravenously such as 
sodium iodide, 15 grains once a week. The 
latter frequently relieves some of the symp- 
toms of decreased circulation. 

Androgens or Testosterone. Androgens or 
testosterone decline in the body beginning at 
about the age of 30 or 35.6 This decline is 
usually associated with fundamental nutri- 
tional values. It seems to occur earlier in wom- 
en than in men. In men, there is usually a 
temporary rise in this value around the age of 
40 to 45, with a steady and fairly rapid de- 
cline from then on. The values of the levels 
in the urine would indicate that never does 
the later peak reach the initial level. The im- 
portance of this substance, in addition to its 
effect on stimulation and sex, cannot be over- 
emphasized from a nutritional standpoint. Its 
need may be determined by evaluating the 
amount of the metabolites in a 24 hour urine 
specimen. Other technics include nitrogen 
balance studies. When its level in the body is 
low the adjustment of the body to stress, 
which increases the hormones that tend to 
mobilize substances in the body, brings about 
an increase in nitrogen and carbohydrate loss 
from the body. As a result, when extended: 
over a period of time, there develops a wast- 
ing of body tissue, as occurs in the decline in 
both sexes. 

The administration of androgen depends 
again on the individual’s needs. It can either 
be given by mouth or hypodermically, but in 
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general can probably be handled best by 
mouth. The administration of 10 to 25 mg. 
usually is adequate in most men. Our experi- 
ence with women is that the use of the corpus 
luteum androgenic substance will produce less 
of the tendency toward masculinization. 

Parallel to the decline in function of thy- 
roid, there tends to be a drop of the body en- 
zymes known as oxidases which can be meas- 
ured by the level of copper in the plasma. It 
has been noted by us that a decline in andro- 
gens and estrogens likewise creates a drop in 
copper values which we believe to be a reflec- 
tion of the oxidase present in the tissue. 

Estrogens. The influence of estrogen: is well 
known since the initial work of Allen and 
Doisy* on the uterus and vaginal wall and its 
influence on conception. There are a number 
of these estrogenic substances, which probably 
have a slightly different role. In other words, 
the physiologic activity that led to an effect 
in reproduction may have a very important 
factor in later life. It has been stated by Kor- 
enchevsky® that the primary benefit of estro- 
gens in older individuals is their effect in in- 
creasing the permeability of cell membranes, 
thereby permitting more nutrients to enter 
the cells and tissues and also to prevent the 
shrinking of tissue and cells and loss of intra- 
cellular water. The administration of this 
substance is important, therefore, at least in 
small amounts. Since some older women re- 
main sensitive to the estrogen and will men- 
struate, the amount used in such cases must 
depend on the sensitivity of the genital tract. 

It has been our experience that cancer has 
never been produced by clinical doses of this 
substance, although it is advisable always to 
watch for changes in the reproductive mech- 
anism in women. Our experience is that from 
0.1 to 0.2 mg. of estinyl gives the best effect, 
although combinations of natural estrogens in 
some individuals seem to work better. 

The serum copper values which reflect the 
value of the oxidative enzymes in the body 
tend to decline after the menopause. The ad- 
ministration of estrogens returns this value 
toward normal. 


Insulin. The other substance that is impor- 
tant in the build-up of the body is insulin. 
This has a primary influence on carbohydrate 
metabolism. Although its most dramatic and 
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important effect is on the burning of carbohy- 
drate, it does serve to improve the utilization 
of fat and protein substances. Whether this is 
a direct effect or a secondary one has not been 
determined. 

The administration of the substance when 
needed in diabetics need not be emphasized 
here. But it has been, in our experience, of 
considerable benefit as a nutritional stimulant 
when given in small doses to older people, 
even though they may not show a diabetic 
type of glucose tolerance curve. The use of the 
antidiabetic substances which have been de- 
veloped seem to act as a stimulant, but in 
general have not shown the response, even in 
older people, that small doses of insulin have. 
Insulin often brings about an increase in 
strength and energy and tends to brighten the 
outlook on life. 

We do not need to emphasize here that the 
dosage of insulin depends upon the degree of 
diabetes. Small doses, as indicated above, 10 
to 20 units for a period, will oftentimes show 
considerable benefit. 


Physical Activity 

Physical activity is an important considera- 
tion, especially in older people.® A recent ex- 
perience emphasizes this with an unusual ob- 
servation. An elderly woman came into the 
hospital for observation. She had been rela- 
tively active at home but when admitted to 
the hospital was advised to stay in bed. 

Studies were made on admission and her 
vital signs were found to be quite normal, as 
well as her kidney function. Her blood cal- 
cium was found to be 10, her BUN. was 15. 
In the course of 2 weeks she became quite ill 
and her BUN. increased to 60 while her cal- 
cium rose to 30. Through the use of added 
blood and the artificial kidney, it dropped to 
normal and she improved. Then she was let 
out of bed and her kidney function returned 
to normal. 

Such is an unusual example of the effect of 
lack of exercise on older people. The im- 
portance of general physical activity does not 
alone apply to kidney function, but also to 
the activity of the gastrointestinal tract, to 
mental activity and the muscular system in 
general. It is important therefore that we en- 
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courage our patients to maintain the maxi- 
mum physical activity commensurate with 
their state of health. 

Mental activity must also be continued, to- 
gether with adequate recreation. Reading and 
study, developing of new interests, are impor- 
tant to protect against and prevent many of 
the mental changes that occur in older people. 


Many problems arise in older people, one 
of which is the need for controlling the clot- 
ting mechanism of the body. This of course is 
a problem since the blood has to be examined 
frequently in the laboratory. The individuals 
who have had, or have a tendency to coronary 
thrombosis, intracranial thrombosis, or signs 
of cerebral arterial disease, should have their 
prothrombin values changed to _ perhaps 
around 20 to 30 per cent. Under conditions 
in which thrombi have been formed, as in 
cerebrovascular or in the peripheral blood 
vessels, the use of the enzyme, veritase, is 
highly significant. 


Summary 


The importance of certain values in the 
practice of geriatric medicine has been dis- 
cussed, First, it is important to realize that the 
older person is not the same as the younger 
one; that his body activity and body physiol- 
ogy are different; that many of them have 
been adjusted to abnormal balances for many 
years, with the result that their tissues have 
changed. To strengthen good habits of food 
and physical and mental activity, they should 
be encouraged always to maintain their func- 
tions of mind and body to a maximum. A 
proper diet with adequate balance of foods is 
highly recommended. The supplementary ad- 
ministration of vitamins, particularly B com- 
plex, as well as vitamins A, D, and C is 
important. 
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Rehabilitation of the Aging 


FRANK H. KRUSEN, M.D.,t Rochester, Minn. 


THE AMOUNT OF CHRONIC ILLNESS among aging 
and aged persons is constantly increasing. The 
medical problem of chronic illness is there- 
fore a major one and, because it is increasing, 
deserves as much, if not more consideration 
than does the problem of acute illness. Until 
recently, and to a certain extent even now, 
physicians have devoted their major attention 
to the causes, diagnosis, and cure of acute 
diseases. Efforts in this direction have been 
outstandingly successful, and the life span of 
the average person has been extended from 
49 years in 1900 to approximately 70 years 
today. In 1860 there were only 860,000 people 
in the United States who were more than 65 
years of age. By 1950 this number had risen 
to 11,270,000, and by 1980 there will be 22,- 
000,000. ‘Today the life expectancy of people 
who have reached 65 years of age is over 13 
years. This indicates that problems of 
chronic illness among elderly persons will in- 
crease and will be of long duration. 

There is a definite need for a change on 
the part of physicians and the public alike 
from a negative to a positive attitude toward 
the management of chronic illness and dis- 
ability. We must abandon the traditional 
attitude of passive acceptance and neglect of 
the chronic diseases of the aged and place the 
physical, psychologic, social and vocational 
rehabilitation of the chronically ill on the 
same level with medicine and surgery for the 
acutely ill. Until recently, most general hospi- 
tals have been reluctant to provide adequate 
numbers of beds for the care of the chronically 
ill. They are anxious to serve those who are 
acutely ill but, mindful I suppose of the 
danger of filling many expensive beds with 
patients who will be ill for a long time, they 
have been reluctant to provide suitable 
services for handicapped persons who are 
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chronically ill or disabled. I have long advo- 
cated that every department of physical 
medicine and rehabilitation in the general 
hospitals shall have its own bed service, not 
for the domicilliary care and vegetation of a 
group of patients having permanent dis- 
ability, but for the vigorous and dynamic 
restoration of such chronically ill persons to 
the fullest possible physical, psychological, 
social and vocational productivity and use- 
fulness. 


Increase in Diseases Associated with Aging 


Because of the remarkable advance in the 
treatment of acute illness, we physicians have 
prolonged the lives of our patients to a point 
where we have produced for ourselves a 
wholly new group of problems in relation to 
chronic illness. Medicine’s achievements in 
postponing death have produced the necessity 
for development of new approaches which 
will require the extension and expansion of 
the physical treatment and rehabilitation of 
an ever-increasing number of aged chronically 
ill and seriously disabled persons. Medical 
practitioners have saved many chronically ill 
and seriously injured persons from death, but 
there can be worse things than death. Every 
physician must be a humanitarian, and it is 
often more humane to save a chronically ill 
or seriously disabled aged person from years 
of dependency than it is to save his life. 


Each time the surgeon saves the life of a 
person having extensive and seriously crip- 
pling injuries, and each time the medical 
practitioner prevents the death of an ex- 
tensively paralyzed patient, a triumph over 
death is achieved. But at the same time these 
physicians have created for themselves a new 
problem in management of chronic disability 
and in providing proper facilities for the 
physical, psychologic, social and vocational 
rehabilitation of a living but extensively dis- 
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abled chronically ill and often aged patient. 
One of the major responsibilities of the 
modern physician is to restore such persons 
to self-respecting citizenship by every possible 
means. 


Extent of Disablement Among the Aged 


Our American population exhibits a rapidly 
expanding proportion of aging and aged 
people with an increase in chronic disease or 
disability which becomes most apparent in 
the age group 65 and over. Fifty million 
people in this nation are aged 45 or more; 
15 and one-half million, or one twelfth of 
our population are 65 years of age or older. 
It is estimated that by 1980 some 68,400,000 
people in this country will be 45 years of 
age or older, and that 22,000,000 of these 
people will be 65 years of age or older. 

The Federal Office of Vocational Rehabili- 
tation estimates that approximately 1.5 mil- 
lion of these long-term disabled people would 
be candidates for vocational rehabilitation 
services—that is, they would need, could bene- 
fit from, and would want such services in 
order to return to work. About 115,000 are 
65 years of age and over. These 1.5 million 
have a chronic disease or physical or mental 
impairment that constitutes a substantial 
handicap to employment. Their disabilities 
are long-term rather than temporary in nature; 
yet their conditions are not so serious or of 
such a nature that there is little chance to 
rehabilitate them for work. 


Nature of Illnesses of the Aged 


Certain chronic illnesses are more prevalent 
among aging persons than among younger 
people. These include cardiovascular dis- 
eases, arthritis, cancer, orthopedic impair- 
ments, mental illness, loss of hearing, loss of 
vision, and genitourinary diseases. These dis- 
eases affect aging people in different degrees. 
Some are so completely incapacitated as to 
require institutional care. At present, 5 to 6% 
of the 15,000,000 people over age 65 are in 
institutions. 

Cardiovascular disease is responsible for 
most of the disability among the aged. It is 
estimated that there are over a million 
hemiplegics in this country. The majority of 
these are in the older age group. 

The incidence of mental illness increases 
with age. Arthritis with its low mortality may 
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be expected in the years ahead to increase in 
incidence and to swell the ranks of the older 
persons who are disabled by chronic disease. 

There are about 188,000 deaf persons, and 
2,200,000 hard-of-hearing persons in our 
nation. The deaf who are 45 years of 
and over number 105,000 or 56% of all the 
deaf. The hard-of-hearing who are 45 years 
of age or over number 1,700,000, or 80% of 
all of the hard-of-hearing. 

There are about 350,000 people in the 
nation who are blind. At least two thirds of 
these are 45 years of age and over. 

Chronic disease is the major cause of the 
handicapping of our patients. Chronic disease 
accounts for 88% of all cases which could 
benefit from rehabilitation. Congenital condi- 
tions account for 2%; occupational accidents 
and injuries for 5%; and other accidents, in- 
cluding those in the home and on the high- 
way, account for another 5 per cent. But dis- 
ease supplies the steady backlog of incapaci- 
tation. 


Need for Expansion of Medical Rehabilitation 
Programs for the Aged 


President Eisenhower, in his special message 
to Congress on the nation’s health problems in 
1954, said, ‘““There are two million disabled 
persons who could be rehabilitated and thus 
returned to productive work. Only 60,000 
now are being returned each year. Our goal 
should be 70,000 in 1955 .. . for 1956, 100,- 
000 . . . in 1956 the States should begin to 
contribute to the cost of rehabilitating these 
additional persons. By 1959 with . . . States 

. . . Sharing with the Federal Government, 
we should reach the goal of 200,000.” 

Although the State-Federal program of re- 
habilitation of the disabled, because of short- 
ages of personnel and of rehabilitation fa- 
cilities, has not nearly approached the goal 
set by President Eisenhower for 1959, never- 
theless, remarkable progress has been and is 
being made toward reaching this goal. And 
we physicians, as humanitarians, should be 
striving to assist in this great medical and 
social endeavor. I shall describe the progress 
which has been made in a few moments. But 
even if we reach President Eisenhower’s goal 
of physical, psychologic, social and vocational 
rehabilitation of 200,000 chronically ill, dis- 
abled, or aged persons a year, we shall not 
have achieved the ideal of making every effort 
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to rehabilitate each person who becomes 
chronically ill or disabled because, in addition 
to the great backlog of two million persons 
mentioned by President Eisenhower, it is 
estimated that each year some 250,000 persons 
become disabled by chronic illness or serious 
injury. Certainly then, we should continue 
to expand our efforts to rehabilitate these 
persons. 


Changing Concept of Disability 


The concept of disability has been under- 
going a radical change in conjunction with 
the tremendous strides being made in medi- 
cine and surgery, psychiatry and psychology, 
rehabilitation, education, counseling and the 
other social sciences. The role of rehabilitation 
has been a leading factor in bringing into 
bold relief the necessity for the drastic re- 
vision in our approach to the management of 
chronic illness and serious disability. No 
longer should handicapped people be con- 
signed to the back bedrooms of their homes, 
to the wards of city and state hospitals, and 
to nursing homes to wait for the end. The 
medical profession and society in general has 
a moral obligation, and an economic neces- 
sity, to apply in all possible cases the compre- 
hensive rehabilitation measures which are 
now rapidly being made available. 


Need for More Qualified Personnel in 
Rehabilitation of the Aged 


Personnel shortages are severe in all of the 
professional fields which serve seriously dis- 
abled chronically ill and aged people. The 
rehabilitation process requires the inter- 
disciplinary effort of a wide variety of pro- 
fessions—physicians, physical therapists, occu- 
pational therapists, speech pathologists, and 
audiologists, social workers, educational psy- 
chologists, vocational counselors and others. 

The extent of such shortages in the re- 
habilitation program is indicated by examples 
from the following key professions: In medi- 
cine there are currently only 230 physicians 
who are Diplomates of the American Specialty 
Board of Physical Medicine and Rehabili- 
tation. It is conservatively estimated that 500 
additional specialists are needed now for em- 
ployment in medical schools, hospitals, re- 
habilitation centers, and other rehabilitation 
programs. 

In physical therapy the shortage is likewise 
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extensive. There are about 8,000 practicing 
physical therapists, and it is estimated that 
an additional 5,800 are needed in hospitals, 
rehabilitation centers and other agencies. The 
38 approved physical therapy schools produce 
only about 500 graduates a year. 


The 6,000 registered occupational therapists 
fall far short of meeting the need. This 
number must be more than doubled during 
the next 10 years to provide an adequate 
volume of services for the disabled. 

There is a current need for at least 500 
social work graduates a year who are trained 
in the rehabilitation aspects of their field, and 
this need may be expected to triple by 1970. 

The shortage of qualified vocational re- 
habilitation counselors is mounting steadily 
as the State vocational rehabilitation agencies 
and other programs expand. Currently, the 
30 rehabilitation counselor training programs 
having a full-time enrollment of about 550 
are producing about 300 graduates a year. By 
1970 the output must be quadrupled to pro- 
duce 1,200 new counselors needed each year 
by the State and other rehabilitation agencies. 

There is an acute shortage of qualified 
mobility instructors to provide travel training 
for the blind. It is estimated that there are 
less than 75 instructors on a nation-wide basis. 
The need for drastic measures to supply many 
times this number has been reiterated by suc- 
cessive conferences of specialists in this field. 


The Need for More Facilities and Workshops 
for Rehabilitation of the Aged 


Currently, the total number of rehabili- 
tation facilities and workshops, although it 
has expanded rapidly, is still inadequate to 
meet the needs of the handicapped. These 
facilities and workshops are indispensable 
tools in our modern rehabilitation processes. 
They provide the means of evaluating, treat- 
ing, and training these severely disabled 
persons who otherwise could not be rehabili- 
tated effectively. Increasing numbers of well- 
organized and complete departments of physi- 


’ cal medicine and rehabilitation as a part of, 


or in close geographic and administrative 
juxtaposition to, our community hospitals are 
essential. Many more sheltered workshops or 
“ability building centers,” which are con- 
ducted as community projects but in close col- 
laboration with the physicians in the com- 
munity hospital, are required. In these centers 
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patients incapacitated by the neuromuscular 
diseases such as multiple sclerosis and muscu- 
lar dystrophy, the amputee, the arthritic, the 
deaf, the blind, and the psychiatrically im- 
paired, as well as those who have speech im- 
pairment and many other physical and emo- 
tional disabilities, require a combination of 
services, especially designed to help them re- 
gain or achieve maximal physical, psycho- 
logic, social and vocational capacity. 


In such centers a substantial percentage of 
the million hemiplegics in this country (be- 
tween 80 and 90%) can be trained to walk 
again and to care for their own needs. Indeed, 
a substantial number (approximately 50%) 
can be taught to do gainful work. 

The hard-of-hearing among other things 
need competent audiologic services, including 
hearing aid evaluation, lip reading, auditory 
training, and sometimes speech correction. All 
such services are best provided on an inter- 
disciplinary basis in a specialized facility or 
in a general rehabilitation facility affiliated 
with the community hospital in which there 
is not only an adequate professional staff, 
but also the necessary technical equipment 
for the provision of these services that are 
needed. 

An innovation in the management of pa- 
tients who are recovering from mental illness 
and who are ready to be released from psychi- 
atric institutions has been the establishment 
of “halfway houses” or “rehabilitation houses” 
to help them in their transition from the 
protected institutional environment to com- 
munity living. 

Blind people need personal adjustment 
services which will enable them to travel in- 
dependently and to meet the other demands 
of normal living without assistance. Many 
more optical aids centers containing modern 
optical lenses for serving thousands of persons 
who have such extremely low vision that they 
are blind for all practical purposes, are 
needed throughout the nation. 

Work classification units along with mod- 
ern diagnostic procedures make it possible 
for people having heart disease frequently to 
return to the status of wage-earner in a wide 
variety of occupations. Modern rehabilitation 
workshops or “ability building centers” are 
required in much larger numbers for the de- 
velopment of the work tolerance and for the 


NOVEMBER 1960 


vocational re-training of thousands of our 
people who are disabled in many ways. Many 
older disabled workers having multiple dis. 
abilities need the services of such workshops 
in order to return to employment. 


The American Medical Association’s Program 
in Rehabilitation 


The American Medical Association has 
established a committee on rehabilitation, of 
which I have the honor to be Chairman. In 
its first report this committee said: “Stated 
in broad and simple terms, rehabilitation 
services provide the total medical care needed 
to restore the sick and injured to maximal 
obtainable functions; assist in psychological 
and social adjustment; provide occupational 
re-training, if necessary; and either secure em- 
ployment, if possible, or at least strive to de- 
velop independence so that the individual 
may become self-sustaining.” 

Among the objectives which this committee 
has set for itself are the following: “To study 
the problems and interrelationships of the 
medical, social, educational and vocational 
aspects of rehabilitation; to inform the medi- 
cal profession of the availability of infor- 
mation regarding rehabilitation; to collect 
information concerning the establishment of 
rehabilitation programs, their organization, 
methods of operation, and utilization by 
physician and patient, and to encourage 
medical society interest and programs in re- 
habilitation.” This committee has encour- 
aged the establishment of State society com- 
mittees on rehabilitation, and in a pamphlet 
entitled ‘“‘Medicine’s Back to Work Plan” has 
described the ways in which a State commit- 
tee can assist physicians in understanding the 
over-all problems of rehabilitation of the dis- 
abled. —The committee has recommended the 
preparation of lists of the rehabilitation fa- 
cilities which are available in each community. 
It has begun the publication of a series of 
articles in the Journal of the American Medi- 
cal Association on various phases of rehabili- 
tation. And, it has completed the preparation 
of a new motion picture which is designed to 
inform the average physician regarding his 
responsibilities in the rehabilitation of handi- 
capped persons. This new motion picture is 
entitled “Rehabilitation Adds Life to Years.” 
It had its premier at the clinical session of 
the American Medical Association in Dallas, 
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Texas, on December 2, 1959. This film will 
be available for showing to medical groups 
throughout the nation and can be obtained 
from the Committee on Medical Motion Pic- 
tures of the AMA. I should like to recom- 
mend its showing to each county medical 
society in the country and to groups of physi- 
cians in medical societies everywhere. I hope 
that each of my listeners will make it a point 
to obtain this film, see it himself, and show 
it to his colleagues. 


The State-Federal Vocational Rehabilitation 
Program 


The largest public program providing re- 
habilitation services to disabied people in the 
nation is the State-Federal vocational rehabili- 
tation program. This program is nation-wide 
in scope; it operates in all the 50 states, in 
the District of Columbia, Puerto Rico, the 
Virgin Islands and Guam. Under this pro- 
gram older disabled people are provided the 
same vocational rehabilitation services that 
are furnished all other disabled people. These 
services include: Medical diagnosis to learn 
the nature and degree of disability and to 
help determine eligibility for services, the 
need for additional medical services, and the 
individual’s work capacities; medical, surgical, 
psychiatric and hospital services to remove or 
reduce the disability; artificial limbs and 
other prosthetic appliances; individual coun- 
seling and guidance, including psychologic 
testing to help select and attain a vocational 
objective; training, including occupational 
training and adjustment for the blind; main- 
tenance and transportation during treatment, 
training or any other phase of the actual re- 
habilitation process; tools, equipment, licenses 
or initial stocks and supplies of these when 
they are necessary to give to rehabilitated in- 
dividuals a fair start; placement in a job 
commensurate with the individual’s physical 
and mental capacity; and follow-up to ensure 
that the rehabilitated person is successful and 
that both he and his employer are satisfied. 

In the 1958 Fiscal Year the public vo- 
cational rehabilitation agencies rehabilitated 
into gainful employment about 23,000 dis- 
abled people who were 45 years of age or 
older. While there has been a substantia! in- 
crease each year over the past decade in the 
number of older disabled workers rehabili- 
tated into gainful employment, there still 
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remains a great gap between the 1,500,000 
older disabled people requiring these services 
and the 23,000 who received them. But the 
program is continuing to grow rapidly. 


The Programs of Voluntary Agencies for 
Rehabilitation of the Aged 


Many voluntary agencies operate programs 
providing a wide variety of rehabilitation 
services for the aged; in fact, most rehabili- 
tation centers, sheltered workshops, speech and 
hearing, and other specialized facilities pro- 
viding restorative services are privately oper- 
ated and financed on a non-profit basis. 
These include comprehensive departments or 
institutes of physical medicine and rehabili- 
tation, affiliated with many community hospi- 
tals across the nation, a nation-wide network 
of sheltered workshops and ability building 
centers, local and State rehabilitation centers, 
and facilities affiliated with the National 
Society for Crippled Children and Adults, the 
Kenny Foundation, and American Rehabili- 
tation Foundation projects; speech and hear- 
ing centers, orthopedic clinics, cardiac work 
evaluation centers, cancer and diabetic clinics, 
personal adjustment centers for the blind, 
optical aid clinics, mental health clinics, and 
many other specialized facilities. 

These voluntary agencies and institutions 
have a vital role in the national rehabilitation 
effort. They provide many of the services 
needed to alleviate or overcome disabling con- 
ditions. They work closely with the public 
agencies in providing the services so that dis- 
abled people may return to work or achieve 
independence by meeting the normal demands 
of daily living. 


Nursing Homes and Homes for the Aged 


The American Medical Association has 
realized the need for rapid expansion of the 
number and quality of nursing homes in the 
United States. It is estimated that we have 
in this country about 25,000 nursing homes, 
containing 450,000 beds. One hundred eighty 
thousand of these beds are in what are called 
“skilled nursing homes,” and 80,000 in 
personal-care homes that provide some skilled 
nursing care. The remainder of the beds are 
in personal care homes which do not have 
skilled nursing care. 


The average age of persons in nursing homes 
is 80 years, and two thirds of these are over 
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75 years of age. Only one third are men. 
Less than half can walk with assistance, more 
than half have periods of disorientation. One 
third are incontinent, and two thirds have 
some type of circulatory disorder. In most 
instances the nursing home operators and 
nursing personnel require training for the 
provision of additional services to patients in- 
cluding rehabilitation services. There is need 
for rapid expansion of training in rehabili- 
tation nursing in our nursing homes. 


Rehabilitation Should be Everybody‘s Interest, 
but Cannot be Everybody’s Business 


Because of the tremendous national and 
international interest in the rehabilitation 
process as a mass humanitarian endeavor, 
there has been an unfortunate tendency for 
professional groups and for individuals in 
many fields to assume that they know all 
about rehabilitation, and set themselves up 
as experts in rehabilitation, and to assume 
that the very small segment of rehabilitation 
with which they are concerned is the whole 
of rehabilitation. Actually, however, each 
group which is really qualified to handle any 
one of the four major phases of rehabilitation 
—the physical, psychologic, social and voca- 
tional—has developed a body of knowledge 
and programs for employing such knowledge, 
and has trained experts who have obtained 
such knowledge and can apply it properly. 
These are the qualified specialists who can 
carry on the business of rehabilitation in truly 
effective fashion. Good rehabilitation is not a 
field for tyros. So that while rehabilitation 
should be everybody’s interest, it cannot be 
everybody’s business. Qualified teachers and 
well-structured departments in our schools of 
medicine, in our departments of psychology, 
in our departments of social sciences, and in 
our departments of education must first pro- 
vide the training and develop the research in 
each of the four phases of rehabilitation; then, 
the personnel trained in such departments 
must carry on the business of rehabilitation 
in the physical, psychological, social and vo- 
cational fields. 


Present-day Advances in the Rehabilitation 
of the Aged 


Under the State-Federal vocational re- 
habilitation program, there has been since 
1945 a steady increase each year, both in the 
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number of older disabled individuals re- 
habilitated into gainful employment, and in 
the percentage which this group constitutes 
of the total. In 1945, 8,344 disabled persons 
45 years of age and older were rehabilitated 
into gainful employment in the State-Federal 
vocational rehabilitation program. This rep- 
resented 17.5% of the total rehabilitated that 
year. In 1950, 14,127, almost twice the 1945 
number, were rehabilitated, representing 
23.8% of the total rehabilitated that year. In 
the Fiscal Year 1958, 22,787 disabled indi- 
viduals 45 years of age and older were re- 
habilitated, representing 30.7% of the total. 


The advances in the treatment and re. 
habilitation of many older people having a 
wide variety of disabilities have been truly 
dramatic. The sum total of all these advances 
in medical knowledge, introduction of new 
drugs and surgical procedures, the use of new 
methods of training the disabled in the activi- 
ties of daily living, and the application of 
improved technics of selective placement and 
vocational rehabilitation has achieved self- 
sufficiency and happiness for thousands upon 
thousands of our disabled men and women 
who a relatively few years ago would have 
been considered hopelessly disabled, and has 
permitted them to resume active and pro- 
ductive living. 

Yet, in spite of the tremendous strides that 
have been: made in recent years in the treat- 
ment and management of disability, we are 
confronted with an anomalous situation. We 
know more today about dealing with the 
problems of disability and how to restore 
people to active lives than ever before in 
history. But, at the same time, we have several 
million disabled people 45 years of age and 
older who constitute the largest group of dis- 
abled people in the nation, and who are not 
receiving the rehabilitation services which 
would enable them to lead fuller and more 
useful lives. 

There are four major factors which ac- 
count for this situation: Inadequacy of 
funds to support national rehabilitation 
efforts; shortages of professional rehabilitation 
personnel; shortages of rehabilitation facili- 
ties and sheltered workshops (or ability 
building centers); and an attitude on the part 
of the public and the medical profession of 
Passive acceptance and neglect of chronic ill- 
ness and the diseases of the aging. 
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In conclusion, then, it may be said that al- 
though we have made remarkable progress in 
the rehabilitation of the aging—physically, 
psychologically, socially and vocationally— 
we still have a long, long way to go before we 
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can achieve the logical goal of every humani- 
tarian, which is to assist every disabled and 
aged individual to achieve the fullest possible 
self-sufficiency, productivity, independence 
and self-respect. 


CLINICAL NOTE 


“Garage Door Syndrome” 
Jack C. Norris, M.D., Atlanta, Ga. 


This term has been selected for a malady which, as far as I know, has not 
been described heretofore,—at least not under that term. The symptoms are 
of muscular origin caused by the lifting of a garage door. A sudden precipi- 
tating unbalanced strain is placed on the muscles, tendons and ligaments of 
the arm and shoulder, including the trapezius, deltoid, infraspinatus, teres 
major and minor and triceps brachii, latissimus dorsi and seratus posterior 
muscles. The pectoral muscles may also be involved. 


The condition occurs during the first cold spell of winter. The garage door, 
which has remained open for the summer, is closed. Necessarily it must be 
reopened in order to get the automobile out. Most garage doors are of a 
suspended type on rollers, with springs attached to ease the lift. Without 
thinking, the victim, either with his right or left hand, gives the door a jerk 


upward to open it. 


This “snatch” as it might best be called, places a quick pulling strain on 


the muscles referred to. 


Consequently, in about 10 to 12 hours or earlier, or during the night, the 
patient develops an acute back pain, beginning at a spot incident with the 
lower mesial marginal insertion of the trapezius muscle, at about the 12th 


thoracic vertebra. 


This pain becomes intense and boring. The patient finds it necessary to 
obtain the heat-pad, liniments, and more often “pain killers” for relief. A 
few hours after onset he will also note that the “misery” has spread to the 
shoulder, on the lifting side, and not infrequently to the intercostal areas, 
including the sternum, to such a degree and with a tingling pain spreading 
down to the wrist and fingertips that may strongly suggest coronary pain. 

As a rule the pain tends to lessen in about a week and disappears until the 
next winter, or until the patient again jerks his garage door upward! 

Comment. ‘The condition may be avoided if the door is lifted carefully and 
slowly, with both feet flat on the ground, and using both hands, thus placing 
an equal distribution of the weight on all of the muscles of both shoulders 
and the back. It is also advisable to thoroughly oil the springs and the roller 
tracks of the door so it will move easily and without resistance. 


The condition, if it may be so-called, is not uncommon, and several persons 


have informed me that they have suffered from it, wondering what had 
happened. I had my second attack before recognizing the cause. It is self- 


limited and usually cures itself. 
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Colles’ Fracture: 


‘WALLACE E. MILLER, M.D.,t Miami, Fla. 


Though the Colles’ fracture is thought easily reducible, results are not necessarily functional. It is 
for this reason that the author has reviewed some of the problems related to its management. 


J. Evaluation and Treatment 


So MUCH HAS BEEN SAID and written about the 
Colles’ fracture that it is usually presumptuous 
for anyone to write concerning mundane mat- 
ters of technic of reduction. The usual article 
should concern itself with a large series, statis- 
tics, and how to recover or avoid the compli- 
cations in the treatment of this fracture. The 
Colles’ fracture is like the weather: “Every- 
one talks about it, but nobody does anything 
about it.” The purpose of this presentation is 
to bring to focus some observations on the 
care and evaluation of the Colles’ fracture and 
perhaps pass along to you some of the helpful 
hints that have been of value for me. 


Why continue to use the name of Abraham 
Colles, an Irish surgeon, who first described 
this fracture in 1814? The name of a man who 
never had an x-ray to confirm his clinical 
description. The simple answer is that it is 
euphonious, it lends historical depth to our 
medical lore, and it gives credit where a great 
deal of credit is due. It is a fracture that by 
clinical appearances showed the dorsal dis- 
placement that had to be there by definition. 
Yet, in the many surveys of the treatment of 
this fracture, there are too many inclusions of 
the simple crack or undisplaced fracture of the 
distal end of the radius. The name Colles’ 
fracture should still mean something in terms 
of the old-fashioned definition. 


The dorsal displacement of the distal radius 
is the one common denominator to all of the 
wrist fractures that can be rightfully called a 
Colles’ fracture. All of the other factors may 
or may not be present and add to the severity 
of the injury. But the prognosis follows most 
closely this dorsal displacement. A Colles’ 


*Read before the Section on Orthopedic and Traumatic Sur- 
gery, Southern Medical Association, Fifty-Third Annual Meet- 
ing, Atlanta, Ga., November 16-19, 1959. 

+From the Department of Surgery, Division of Orthopedics, 
University of Miami School of Medicine at Jackson Memorial 
Hospital, Miami, Fla. 


fracture is also a fracture in an adult. In the 
very young the same mechanism of injury 
produces a fracture of both bones of the distal 
forearm. In the slightly older child there is a 
dislocation of the distal radial epiphysis. The 
anticipation of good results in these cases is 
nearly 100 per cent. The anticipation of good 
results in the fracture under discussion today 
is nearer 50% and on close scrutiny may fall 
lower. 

Keeping the treatment of a simple fracture 
simple has been the life history of the treat- 
ment of the Colles’ fracture. Everyone is 
taught about the Colles’ fracture in medical 
school. It is an unusual internship that does 
not offer an opportunity for the student to 
put this knowledge to work. This is a subject 
and a fracture with which every physician has 
sufficient “working knowledge” to seemingly 
cope with the problem. Most doctors have a 
series of Colles’ fractures they have treated—or 
at least a series of one. Now compare this 
common familiarity of the fracture with a 
well-known dictum about the eventual end 
result. Orthopedists and physicians who do 
fracture work, when asked which fractures 
they have been most dissatisfied with as re- 
gards their treatment, indicate in most in- 
stances that the Colles’ fracture heads the 
list. 

Within recent years the emphasis both in 
teaching and writing has been directed toward 
avoiding the late complications. These are 
best seen on x-ray film and so attention tends 
to be focused on the films after reduction 
rather than on the wrist. For example, the 
student and resident are taught to evaluate 
their efforts at reduction by drawing the lines 
to indicate maintained radial length or ade- 
quate restoration of the “volar tilt.” Conse- 
quently we are constantly striving to reduce 
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the fracture better. Another example of our 
teaching is the stress put upon maintaining 
radial length. We use an extreme volar and 
ulnar deviated position to maintain this 
length; we insert pins in various manners to 
secure the radial length; we mold casts and 
incorporate the thumb to do the same; and, 
finally, for another example, we have recently 
put a great deal of stress on the widened joint 
(the incomplete reduction of the distal radial- 
ulnar articulation). 

The above underlined points of emphasis 
are the usual battle cries heard when our fight 
with this fracture is waged whether in small 
teaching sessions or in the privacy of our 
offices as we survey our results. What we tend 
to forget is that the poor results cannot be 
attributed just to the x-ray changes that point 
up the inadequate reduction. Too many times 
good function has been noted when the x-ray 
result has not been adequate, especially when 
there has been no treatment at all. There are 
certainly other factors that have not been 
given sufficient consideration. 

We have used a method of evaluation, some- 
what modified from that of the American 
College of Surgeons, which only allows for one 
point of stress to be put upon the x-ray result. 
This is modified by the clinical anatomic ap- 
pearance of the wrist. In our total evaluation 
of the results of fracture we have a method 
that takes into consideration the factors of 
improvement under three main headings: PAF 
(maximum 444, minimum 000) 

P Personal—Is this wrist as good to the 
patient personally, now, as before the injury? 

A Anatomic—lIs the x-ray result and ana- 
tomic clinical appearance the best possible? 

F Functional—Is this wrist as good func- 
tionally, now, as before injury? 

Considering all of these factors let us evalu- 
ate the treatment of a Colles’ fracture from the 
moment the patient is first seen and try to 
identify errors of judgment that may be just 
as important in improving our care of the 
injured wrist as any type of new device. 


There are small factors of care that are of 
great importance in improving our results. 
These are usually a part of the practice of 
orthopedics and management of fractures that 
are not taught when we learn to treat the 
Colles’ fracture. Instead they are added to 
whatever basic knowledge we may accumulate 
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during our early days of training. Our resi- 
dents like to call these “pearls, dropped by the 
wayside.” As years pass by these become a part 
of the finesse of an expert or specialist. In 
years past there were “bone setters.” They may 
not have had all the scientific answers, but 
there were plenty of “pearls” around. 


As one begins to list some of these factors 
of care it soon becomes evident that they 
fall into four categories: timing, anesthesia, 
method of reduction and better management 
of the patient. 

Timing. Reducing a Colles’ fracture is an 
immediate challenge to those of us who feel 
the urge to do something. It takes a combina- 
tion of patience and fortitude on the part of 
the physician to refrain from “instant reduc- 
tion”—that is, reduction the instant you can 
get the patient to hold still. Are you com- 
pletely objective when you ask yourself the 
following questions? 

Is the swelling too great for the best possi- 
ble reduction? 

Has there been too much delay since the 
injury? 

Is muscle shortening a factor? 

Can reduction be delayed? 

Should the arm be elevated? 

Many times we ignore these questions and 
go ahead with the reduction. Too often it is 
for the convenience of the physician, although 
sometimes we delude ourselves into thinking 
it is for the benefit of the patient. 

Anesthesia. Better reductions can be secured 
with general anesthesia. The proponents of 
local anesthesia may become extremely adept 
after a period of time, but the experience has 
been bought rather dearly with a backwash of 
poor results in the training area due to ex- 
treme infiltration and inadequate reductions. 
Local anesthesia may compound the swelling 
and initiate Sudeck’s atrophy or lead to per- 
sistent induration and compression of the 
median nerve in the carpal tunnel. General 
anesthesia affords a better approach to the 
patient and toward protection of the wrist 
after reduction. In the majority of patients 
there is more relaxation which affurds the 
opportunity for a more adequate reduction. 
Once again the choice of anesthesia is fre- 
quently made for the convenience of the 
physician. 
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Method of Reduction. More gentle manipu- 
lation is to be encouraged and an earlier 
acquisition of finesse on the part of the 
trainee. Reductions tend to be too vigorous, 
whether this is due to the youthful vigor of 
the young intern or resident, or in the maul- 
ing attempt to get a difficult reduction. Many 
times this is the result of poor teaching and 
supervision. Because the Colles’ fracture is a 
“simple” fracture there is a false sense of self- 
education on the part of each intern and 
resident, or for that matter, any physician 
who gains his knowledge by “constant doing.” 
How many specialists are willing to drop their 
private practice and go to the hospital and 
show the young doctor how to handle a Colles’ 
fracture? 


As in the other factors of care, the method 
of reduction is left to be taught at the con- 
venience of the physician. 


Better Management of the Patient. We soon 
learn there is a difference in the management 
of the Colles’ fracture in private practice as 
compared with that in the clinic case of resi- 
dent years. We take a more personal interest 
in the patient. We want to know what this 
injury means to him. Should he be warned 
about returning to a job too soon? Have we 
given sufficient warning about complications? 


II. The Use of the Sugar-Tong 


EVERYONE in the common everyday handling 
of fractures is familiar with the term sugar- 
tong splint cast. The purpose of this article is 
to emphasize a technic in the use of the sugar- 
tong splint cast and to indicate why it should 
be used in this manner. There is an old saying 
that there is “nothing new under the sun”; 
this applies to the particular type of sugar- 
tong splint demonstrated here, and applies to 
the whole context of this short article. Its 
purpose is to make a technic known to some 
of you, who may not have used it in this man- 
ner, and in so doing some of you may gain 
the additional advantage that I have had in 
its use over these past ten years. 

In figure 1 the volar aspect of the splint 
ends just proximal to the fracture site. Since 
the Colles’ fracture is always dorsally displaced 
and the tendency for it to recur is always in 
its dorsal angulation, the sugar-tong splint 
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Was the instruction adequate about elevation 
of the hand? Did we remember to advise an 
occasional complete range of shoulder motion? 

So too, there is better observation of the 
condition of the cast, whether it is too loose 
or too tight. The radiographic recheck should 
be timed against the probable period of loss 
of position. Is there too much air space in the 
cast? Can you recognize early reflex sympa- 
thetic dystrophy? If so, will you have the cour- 
age to remove the cast immediately and sacri- 
fice the nice reduction? Do you remove your 
casts too soon? Is your use of physiotherapy 
too strenuous and unnecessary? And, finally, 
do you follow through with your care once 
the cast is removed? 

As in the other factors of care, the degree of 
good management is in direct proportion to 
the amount of effort put out by the physician. 


Summary 


My conclusion after surveying the results in 
my private patients, as well as a large group 
of charity patients, for the past 10 years is 
that the poor results are not a reflection of 
the Colles’ fracture as such. The end result is 
most often a reflection on our management of 
these cases as physicians. We can and should 
do better. 


Splint in Treatment 


cast holds the wrist and hand with pressure 
in the volar direction. Any amount of tilting 
or displacement that can be obtained with 
further tightening or additional wrapping of 
roller gauze around the hand to keep the 
wrist in its volar position would be acceptable. 
It is possible, but not probable that one would 
create a reverse Colles’ fracture with treatment 
of this type. The severe Cotton-Loder position 
is not utilized with this type of cast. 

The advantages reduce the number of com- 
plications which are notorious for giving us 
our poor results in this fracture (Table 1). 
There is allowance for swelling. The open 
areas along both medial and lateral aspects 
eliminate the problem of vascular constric 
tion. It is not necessary to hold and bind a 
Colles’ fracture with extreme tightness during 
the early phases of treatment. When swelling 
subsides this may become an important factor. 
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FIG. 1 
THE USE OF THE SUGAR TONG SPLINT FOR THE TREATMENT OF A COLLES FRACTURE 


SV 
SSS 


THE DORSAL HALF OF 
THE SPLINT SHOULD 
END AT THE DISTAL 
METACARPAL HEADS 


IT IS MOST IMPORTANT TO => PAD & 
HAVE THE VOLAR HALF OF 
THE SPLINT END 1/2" TO 


3/4" PROXIMAL TO THE FRACTURE 


The sugar-tong splint cast is adjustable and 
can be changed with great ease allowing for 
flexibility in the surgeon’s handling of this 
type of fracture. 

One word of caution to the enthusiast. Do 
not try to tighten the splint too fast! See the 
patient frequently. Try to avoid the feeling 
that something must be done at each visit of 
the patient. It is not necessary to tighten the 
splint constantly. If you do, you may possibly 
tighten the bottom half of the splint against 
the volar aspect of the wrist. I have never seen 
any complication as a result of this, but I 
have noted there are occasional times when 
the pressure markings seem tighter than neces- 
sary. 

This splint does not solve all of the prob- 
lems of complications of the Colles’ fracture, 
but it is one step along the way of reducing 
the number of complications. There is an ad- 
ditional method which is being tried currently 


TABLE 1 


ADVANTAGES IN THE USE OF THE SUGAR- 
TONG SPLINT FOR HOLDING A 
COLLES’ FRACTURE REDUCTION 


Less vascular constriction than in a solid cast 

More flexibility to allow for soft tissue changes 

- Maintenance of reduction more feasible as swelling subsides 
More comfort to the patient 

- Elimination of the 10-12 day recheck x-ray through the cast 
. Change of covering gauze or ace bandage for cleanliness 

- Patients like it 


soe 


The only disadvantages are in the original ineptness of the 
Surgeon in small details of application and the necessity for 
frequent patient visits in the early stages of care. 


THE IS 
BOUND IN WITH 
GAUZE AND TAPE 


and thought to be of some value in indicated 
cases. As can be noted in figure 2, insertion of 
wire is used to maintain reduction when one 
would anticipate loss of radial length. 

DePalma? is a proponent of the use of pin- 
ning to maintain length. One of the disad- 
vantages I have noted in using DePalma’s 
technic is the matter of the use of the threaded 
wire. Removal of threaded wire is difficult. 
Smith,? several years ago in the Instructional 
Course Lectures, indicated that both the fresh 
Colles’ fracture and malunited fractures in 
this area can be treated by stabilizing the 
distal radius with a threaded metal pin in- 
serted in a retrograde manner. 

It is certainly not new to hold and treat 
Coiles’ fractures in this manner, whether with 
a threaded wire or with a plain wire. How- 
ever, it is rather interesting to note that there 


FIG. 2 


DIRECTION 
OF INSERTION 


on 

GRANBERRY WIRES 
INCORPORATED 

IN A CAST 


WIRES REMOVED AND CAST CHANGED AT 5 WEEKS 


Double Kirschner wire technic to maintain radial length in 
fractures of the distal radius. 


1960 
tion 
an 
ion? 
the 
loss 
our- GLAZED COTTON 
aCcri- 
your 
rapy 
ally, 
once 
of 
n to 
cian, 
ts in 
roup 
rs is 
n of 
ilt is 
nt of 
ould 


is so little in the literature about technics. It 
was DePalma’s belief that the unthreaded wire, 
when left out of the skin, was a source of in- 
fection and gave some difficulty. It is my 
thought that the unthreaded wire has advan- 
tages and will not give an infection when left 
out of the skin as indicated, if incorporated 
in a full plaster cast (Fig. 2). The irritation 
present is caused by motion that may occur 
with inadequate immobilization rather than 
from the pin protruding. Occasionally there 
are excess granulations that can be readily 
trimmed or cauterized which will heal over 
within 2 to 3 days after the removal of the 
pin. However, this is a small price to pay for 
the maintenance of the length of a com- 
minuted fracture of the distal end of the 
radius. 
Summary 


Two technics have been reviewed for the 
treatment of a Colles’ fracture. The first is a 
sugar-tong splint. The second is the use of 
wires inserted to hold the radial length. 
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Discussion (Abstract) 


Dr. Richard E. King, Atlanta, Ga. I do appreciate 
the opportunity of discussing Dr. Miller’s paper. I 
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can only concur with many of his conclusions. The 
crux of this paper lies in the fact that the responsi- 
bility falls heavy upon one who accepts the treatment 
of a Colles’ fracture. Treatment of a Colles’ fracture 
should not be undertaken lightly. It is only by at- 
tention to the many details during and after reduction 
that one would expect to achieve a good result. | 
believe that an honest appraisal of results following 
Colles’ fracture will yield from 25% disability and up. 
We have thought our good results follow reductions 
that closely restore normal anatomic details. I agree 
with Dr. Miller that great force is not necessary to 
maintain a reduction once it is achieved. After the 
reduction the hand should fall into a flexed position 
comparable with the normal wrist, and the plaster is 
applied in this position. To effect the reduction we 
have used intravenous Demerol commensurate with 
body weight and age, plus aspiration of the fracture 
hematoma, and infiltration of the fracture site with 
Novocain. This has yielded more than adequate 
relaxation, and after reduction allows the patient to 
begin immediate finger movement. 

Our most common complication is loss of reduction, 
and for this reason we changed our initial radial 
gutter splint in ten days. If clinical appearance at 
that time suggests loss of reduction, the wrist is gently 
re-manipulated and a short arm cast is applied. At 
that time the acutely flexed wrist is brought up into 
a more normal functional position. It is only careful 
reappraisal at fixed intervals that will allow for cor- 
rection of whatever loss has occurred following a good 
reduction. 

Again I stress Dr. Miller’s main premise another 
way.—Perfection is attention to detail, and yet is not 
a detail in itself. 
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Cardiac Asthma* 


OSCAR SWINEFORD, JR., M.D.,t Charlottesville, Va. 


“Cardiac asthma” is usually thought of as representing left ventricular failure. That chronic 


pulmona 


disease may be a factor is well recognized. The author brings into this the 


effects of allergy and considers cardiac asthma to be a complex 


involving these several factors in its cause. 


CARDIAC ASTHMA is a syndrome, precipitated 
by acute failure of the left ventricle and 
characterized by attacks of shortness of breath 
with wheezing. The term cardiac asthma 
should be limited to those attacks of cardiac 
dyspnea which are accompanied by typical 
asthmatic breathing. Paroxysmal cardiac 
dyspnea without wheezing is not cardiac 
asthma. 


Acute left ventricular failure is one of many 
causes of asthma which, for convenience, have 
been classified into 9 types (Table 1).1 Chronic 
asthma is usually due to the combined effects 
of three or four of these types of causes.? 
This has been found to be true of cardiac 
asthma also.2* Cardiac asthma is treated 
more effectively when the cardiac and non- 
cardiac causes of wheezing are identified and 
treated concurrently.’ The differential criteria 
for the recognition of the various types of 
causes of wheezing! and an appraisal of the 
problems of cardiac asthma have been dis- 
cussed elsewhere.5 It is the purpose of this 
report to outline briefly the mechanjcs of and 
a simple program for the recognition and 
management of cardiac asthma. 

The following quotation from McGinn and 
White® provides a vivid introduction to the 
problem: 

“Cardiac asthma is a name applied to a 
kind of dyspnea peculiar to organic cardiac 
disease. For this particular condition it is 
distinctive and is preferable to such other 
terms as pulmonary edema or paroxysmal 
dyspnea, for it is truly asthmatic in nature 
and it is fundamentally of cardiac origin. 
Cardiac asthma is paroxysmal, coming on 
usually in sleep, but at times following exer- 
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TABLE 1* 
CAUSES OF WHEEZING 


Group I. Usual Primary Causes 
Allergy: 
Foods, inhalants and drugs 
Infection: 
ose, sinuses, throat, bronchi 
Group II. Precipitate or Intensify Wheezing in Asthma from 
ang Causes 
Reflex 
Nasal polyps, thyroid nodules, bronchial obstruction, 
in pharynx 
Physical Allergy 

Drafts, ceuenaneee, humidity and weather changes 
Psychogenic: 

“Life’s Situations” 
Non-Specific Irritants: 

Smokes, fumes, chemicals 
Chronic Lung Diseases: 

Emphysema, fibrosis, bronchiectasis 

Group III. Asthma as a Manifestation of Serious Disease 

Cardiac Asthma: 

Paroxysmal left ventricular failure with wheezing 
Bronchial Obstruction: 

Carcinoma of the lung, benign bronchial tumors, kinks in 
bronchi from contracting scars, extra- bronchial com- 
pression (cysts, mediastinal tumors), foreign bodies 

Group IV. Idiopathic Causes 


__ *Modified from American Practitioner and Digest of Treat- 
ment. 


tion. An attack quickly passes to a peak, is 
accompanied by both inspiratory and expira- 
tory difficulty and frequently by a terrifying 
sense of suffocation which causes the patient 
to sit up or to stand erect and even to go to 
the window for air. The attacks last from a 
few minutes to a few hours, averaging about 
an hour, and leave the patient in an ex- 
hausted condition for hours or days.” 


Clinical Picture and Pathologic Physiology 


During an attack most of the following ob- 
servations can be made readily at the bed- 
side:**10 marked orthopnea; ashen cyanosis; 
grossly asthmatic breathing; inspiratory posi- 
tion of the thorax; retraction of the inter- 
costal muscles on inspiration; diaphragmatic 
type of respiration; a cold sweat; moist basal 
rales in addition to the asthmatic squeaks on 
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inspiration and expiration; elevation of the 
blood pressure and pulse rate; accentuation 
of the pulmonic second sound, usually with 
fetal or gallop rhythm or pulsus alternans. The 
vital capacity is markedly reduced and ex- 
piration is prolonged. The circulation time 
is prolonged, particularly the lung to tongue 
component. Fluoroscopic or bedside x-ray ex- 
amination shows typical signs of pulmonary 
congestion. In sharp contrast to other forms 
of asthma the patient is apt to fear that he 
is dying. 

Clinical investigators, using technics which 
are not generally available nor useful to the 
practitioner, have shown an increase in: blood 
volume, flow into and work done by the 
right ventricle, pulmonary artery pressure, 
pulmonary capillary and, occasionally, intra- 
thoracic pressures.*!! There is a reduction in 
the maximum breathing capacity, the intra- 
pleural pressure and, in the more severe at- 
tacks, in oxygen saturation of the arterial 
blood. Normal values have been obtained for 
the cardiac output, the velocity of pulmonary 
blood flow, the pulmonary artery-capillary 
pressure gradient and, usually, for the pulmo- 
nary artery resistance. 


The sequence of events in an attack of 
cardiac asthma can be described in three 
phases, namely those factors which precipi- 
tate, maintain, and relieve the attacks.8-10.12 


Respiratory reflexes become less sensitive 
with sleep. In the absence of the precipi- 
tating factors ventilation is adequate and the 
right and left ventricles remain in functional 
balance. Attacks are precipitated in the pre- 
disposed person by: the supine position, re- 
sorption of edema fluid, increased venous 
pressure, decreased serum protein concentra- 
tion and vital capacity during the early morn- 
ing hours, accumulation of bronchial mucus, 
deep breathing, cough, nightmares, abdomi- 
nal distention, constipation, a full bladder, 
hunger, excessive warmth, arrhythmias, out- 
side noises, Cheyne-Stokes respiration, trepop- 
nea, nausea and vomiting, decreased coronary 
flow during sleep, muscular effort of an at- 
tack of noncardiac asthma, compression of 
pulmonary veins by the enlarged left ven- 
tricle, respiratory infection or allergen ex- 
posures.* These factors are thought to have 
the common ability to change the cardio- 
pulmonary reflex status from the depression 
of sleep to the hyperexcitability of awaken- 
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ing. This is thought to increase ventilation 
and pulmonary congestion, to reduce vital 
and maximum breathing capacities, and to 
cause a temporary imbalance between the 
right and left ventricles. 

Attacks are thought to be maintained by 
persistence of the factors which precipitated 
them, plus the added reflex and metabolic 
demands of the cough and the intense dysp- 
nea. Unless the factors which precipitate and 
maintain an attack are removed, pulmonary 
edema or acute coronary insufficiency and 
death are inevitable. 

Fortunately, gestures which tend to relieve 
attacks of cardiac asthma are made spon- 
taneously by the patient when he assumes the 
upright position, expectorates mucus, throws 
off the bed clothes, empties his bladder, or 
passes gas. Many attacks are relieved by these 
simple procedures. When the attack persists 
the physician can relieve them by: depressing 
the respiratory reflexes and cough, decreasing 
the return of venous blood from the periphery, 
decreasing peripheral vascular resistance, re- 
ducing bronchospasm and anoxemia, in- 
creasing the flow of blood in the coronary 
vessels and by improving myocardial effi- 
ciency, as outlined in the section on treat- 
ment. 


Cardiac asthma is usually accompanied by 
clinical manifestations of allergy or infection* 
and other causes of wheezing.*16 Chronic 
pulmonary diseases such as chronic bronchitis, 
emphysema, bronchiectasis, tuberculosis and 
carcinoma are said®:® to predispose to the 
development of cardiac asthma. 

Diagnosis 

Cardiac asthma should be suspected in any 
patient who has evidence of a left ventricular 
load if during an attack: he goes to the 
window or outdoors for air, sweats profusely, 
becomes cyanotic quickly, or has moist basal 
rales in addition to the signs of asthma. 

The diagnosis is confirmed during an attack 
if he is relieved promptly by venesection, 
bloodless phlebotomy,!® or positive pressure 
oxygen breathing, or if there is an increase 
in lung to tongue circulation time, x-ray or 
physical evidence of pulmonary congestion, 
or if pulmonary edema develops. 

The diagnosis is confirmed between attacks 
if a series of episodes is ended by purely 
cardiac management. 
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A common error in the diagnosis of cardiac 
asthma is failure to appreciate the signifi- 
cance of its cause, namely, acute left ven- 
tricular failure. Signs of right ventricular 
failure such as tender liver, distended veins, 
and dependent edema are frequently absent. 
Actually right ventricular failure may pro- 
vide temporary relief of cardiac asthma. Ad- 
ditional paroxysmal failure of the left ven- 
tricle does, of course, complicate the classical 
picture of congestive failure. 

The differential diagnosis of cardiac asthma 
is simplified by excluding all forms of dysp- 
nea which are not associated with wheezing, 
such as simple orthopnea, evening dyspnea, 
waking dyspnea, Cheyne-Stokes dyspnea, or 
pulmonary edema. It has been noted already 
that paroxysmal cardiac dyspnea is not cardiac 
asthma unless it is accompanied by asthma. 
Objections to this concept are difficult to 
accept.14,25 

The chief problem in differential diagnosis 
is between asthma from allergens, infection 
and left ventricular failure. The differential 
features between these three conditions are 
summarized in table 1 and are discussed in 
detail elsewhere.15 


Emphysema and cardiac asthma have a 
number of features in common. Wheezing, 
dyspnea, associated allergic and infectious 
asthma, and a higher incidence in middle 
and old age are characteristic of both. Emphy- 
sema does not preclude, indeed it seems to 
favor the coexistence of cardiac, allergic and 
infectious asthma. During an attack of asthma 
it may be impossible to assess their relative 
importance. Between attacks, however, the 
clinical differences between emphysema and 
cardiac asthma are striking. Typical of emphy- 
sema are: the gradual onset, deformed tho- 
racic cage, flattened and restricted dia- 
phragms, minimal tachycardia and heart con- 
sciousness, soft breath sounds, prolonged ex- 
piration, faint heart sounds, dyspnea and 
wheezing from slight exertion with relief 
from lying down. The heart tends to be 
small, the blood pressure normal and the 
pulmonic second sound accentuated. If the 
electrocardiogram is abnormal it usually 
shows the right ventricular preponderance of 
cor pulmonale. If the circulation time is ab- 
normal, it is usually in the arm to lung 
component. In the laboratory there are the 
reduced maximum breathing capacity, in- 
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creased residual volume-total capacity ratio, 
poor mixing of pulmonary gases, reduced 
negative pressure and ventilatory compliance. 


Treatment 


The treatment of cardiac asthma has two 
aims, relief of the attack and prevention of 
recurrences. 

Treatment of the attack: Bloodless phle- 
botomy, venesection, and the administration 
of oxygen under positive pressure are specific 
for and, if effective, are diagnostic of cardiac 
asthma. Neither of these procedures relieve 
noncardiac asthma. Tourniquets, preferably 
blood pressure cuffs, are applied to all four 
extremities tightly enough to prevent venous 
return but not arterial inflow. This reduces 
the return of venous blood to the right side 
of the heart, allowing the left ventricle to 
restore normal relations with the pulmonary 
circulation. Tourniquets are always available, 
can be applied quickly, and often provide 
prompt relief. The tourniquets should be 
loosened momentarily in rotation every few 
minutes to prevent venous thromboses. Vene- 
section, rapid removal of 300 to 500 cc. of 
blood, accomplishes the same thing plus a 
decrease in the viscosity of the blood if there 
is polycythemia. It is undesirable, of course, 
if anemia is present. Oxygen, given under 
positive pressure, increases oxygen saturation 
of the arterial blood, decreases the amount 
of blood entering the right auricle, and de- 
creases pulmonary congestion by opposing the 
increased intracapillary pressure. Morphine, 
16 mg., is the drug of choice if the attack is 
known to be due to paroxysmal left ventricu- 
lar failure. Relief is attributed to suppres- 
sion of cough, dulling of the hyper-excitable 
pulmonary reflexes, increasing vital capacity, 
and to decreasing hyperventilation, muscle 
movements, venous return to the heart, meta- 
bolic oxygen need, cardiac output, and blood 
pressure. Morphine is not without danger, 
however. It may produce pulmonary edema, 
bronchospasm, and death.* 

Epinephrine 1:1000, 0.2 cc. is an effective 
remedy for cardiac and noncardiac asthma. 
Epinephrine stimulates the bronchodilator 
muscles, dilates the coronary vessels,!° in- 
creases coronary blood flow’? and the func- 
tional capacity of the left ventricle.*-° Relief 
from epinephrine in cardiac asthma is usually 
prompt and accompanied by a reduction of 


960 

on | 

tal 

to | 

by 

ted 4 

dlic 

sp- 

ind | 

ary | 

ind 

eve 

on- 

the 

OWS | 

or 

1ese 

sists 

sing 

sing 

ery, 

in- | 

lary | 

effi- 

reat- 4 

1 by | 

ion? 

onic 

litis, 7 

and 

the 


SOUTHERN MEDICAL JOURNAL 


TABLE 2* 


NOVEMBER 1960 


A. Differential Diagnosis of Asthma: the Clinical History 


Differential Criteria** Allergic Asthma 
Season Pollen or perennial 
Cough: 
Time in attack Late 
Severity Mild 
Residual None 
Discharges: 
Nasal Mucoid 
Bronchial Mucoid 
Hay fever Common 
Fever None 
Antibiotics No effect 
Heart disease Not present 
Fear of death Rare 
Seeks air Rare 
i Status asthmaticus Occasional 
q 
B. Differential Diagnosis of Asthma: Physical Examination 
Color Normal*** 
Nasal mucosa Pale 
Nasal secretions Mucoid 
{ Uvula Pale 
Lateral wall of pharynx Pale 
4 Sinuses Normal 
Chest Asthma 
Rales Mucous 
Heart size Normal 
Blood pressure Normal 
Arrhythmia None 
Pulse rate Normal 
Pulmonic second sound Normal 
Cold sweat Rare 
Circulation time Normal 
C. Differential Diagnosis of Asthma: Response to Therapy 
Therapy Allergic Asthma 
et Antimicrobic None 
i Epinephrine Excellent 
Aminophylline Excellent 
Morphine Good 
Digitalis None 
Tourniquets None 
Venesection None 
Oxygen under positive pressure None 
Nitrites Fair 


D. Differential Diagnosis of Asthma: Laboratory Tests 


Laboratory Tests 


Allergic Asthma 


Roentgenologic examination of sinuses Not helpful 


Leukocyte count Normal 
Eosinophil count Normal 
Skin tests: 
Foods and inhalants Positive 
Bacterial antigens Not helpful 


“Reprinted from Postgraduate Medicine, Ref. 4. 
**There are occasional exceptions. Evidence of allergy, infection and cardiac asthma often occurs simultaneously. 


***Cyanotic when severe. 


+May be normal in arteriosclerotic heart disease. 


tFrequently. 


Infectious Asthma Cardiac Asthma 
Cold Any 

Early Variable 
Severe Variable 

Usual None 
Purulent None 
Purulent None or frothy 
Not present Not present 
Common None 
Effective No effect 

Not present Known to be present 

Common 

Rare Common 
Common Rare 
Normal*** Ashen 

Red Normal 
Purulent None 

Red Normal 

Red Normal 

Hazy or opaque Normal 
Asthma Asthma 
Crepitant Moist basal 
Normal Enlargedt 
Normal Hight 

None Frequent 
Normal Increased 
Normal Accentuated 
Rare Common 
Normal Prolonged 
Infectious Asthma Cardiac Asthma 
Good None 

Fair Good 

Fair Good 

Good Excellent 
None Excellent 
None Excellent 
None Excellent 
None Good 

Fair Good 
Infectious Asthma Cardiac Asthma 
Helpful Normal 
Increasedt Normal 

More than 5% Normal 

Not helpful Not helpful 
Not helpful Not helpful 


the blood pressure and slowing of the 
pulse.*:7® Reports of adverse effects of epi- 
nephrine in angina and on the blood pres- 
sure, pulse, myocardium, and cardiac output 
have been based on the use of large doses, 
0.5 to 1.0 cc.48 No documented reports of 


untoward effects of small doses of epinephrine 
in cardiac asthma have been found.14.15 
The proper choice of morphine or epi- 
nephrine is debatable. Both are highly effec- 
tive usually. If the first one given does not 
relieve the attack the other one should be 
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tried. It is obviously unwise to repeat the 
small doses of epinephrine to the point of 
toxicity, as is commonly done in other forms 
of asthma. 

Neither morphine nor epinephrine has di- 
agnostic significance since both relieve asthma, 
regardless of cause. It is a safe rule to use 
morphine if the attack is known to be cardiac 
in origin and epinephrine if the etiology of 
the attack is doubtful. 

Aminophylline, 0.25 to 0.5 Gm. intraven- 
ously, usually relieves asthma regardless of 
cause. It is not without danger. Several deaths 
have been observed during or immediately 
after its intravenous administration. The 
cause of death was not determined. This 
problem is in urgent need of study. Relief 
from intravenous aminophylline is attributed 
to increased coronary circulation and effi- 
ciency of the left ventricle and to decreased 
bronchospasm and venous pressure. 

Nitroglycerin may relieve cardiac asthma 
from temporary coronary insufficiency by 
improving left ventricular function through 
decreased peripheral resistance and increased 
coronary flow. Relief from aminophylline and 
nitroglycerin do not have diagnostic signifi- 
cance. The relief provided by asthma powders 
and cigarettes in noncardiac asthma is at- 
tributed, in part, to their nitrite content. 

Atropine, digital pressure on the carotid 
sinuses, blocking of the vagus nerves with 
procaine, general anesthesia, and alcohol have 
been used effectively at times. They are not 
recommended for routine use. 


Prevention of Recurrences. Digitalization, 
salt restriction, and diuretics will ordinarily 
prevent paroxysmal left ventricular failure. 
Sometimes sedation at bedtime, elevation of 
the head of the bed, weight reduction, re- 
stricted activities, correction of anemia or 
venesection for plethora are necessary. 

Treatment of heart failure is apt not to be 
enough to prevent asthma, however. Cardiac 
management alone brought satisfactory relief 
in only 6 of 26 cases.* Combined management 
of allergy and infection was necessary for 
satisfactory relief in the other 20 cases. In 2 
of these cases treatment of allergy and heart 
failure were begun promptly. In 4 cases treat- 
ment was inadequate until allergy manage- 
ment was added to cardiac therapy. In the 
Tremaining 14 cases conventional treatment of 
allergy was inadequate until the role of 
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paroxysmal left ventricular failure was recog- 
nized and treated. In 18 of the 26 cases asthma 
had preceded the heart disease. There was 
an allergy background in 25 and evidence of 
infection in the nose, sinuses or bronchi in 
12 of the 26 cases. 

The long-term management of cardiac 
asthma becomes rather routine after the car- 
diac and noncardiac causes of asthma have 
been recognized. The best results are obtained 
by the application of the combined disciplines 
of the allergist, the cardiologist, and the chest 
physician. The cardiologist treats the heart 
failure, the allergist treats the allergic asthma 
by instruction in the proper avoidance of 
offending foods and inhalants and the injec- 
tion of extracts of those allergens which can- 
not be avoided. He treats the infectious com- 
ponent by appropriate antibiotics, and at 
times, the help of the rhinologist. The chest 
physician employs those procedures which 
are designed to control pulmonary infections, 
to improve ventilatory function, and to delay 
progression of pulmonary insufficiency. 


Prognosis 


The prognosis in cardiac asthma is poor.® 
Nearly two thirds of 272 cases died within 2 
years, and only 8% lived more than 5 years. 
The prognosis in uncomplicated arterio- 
sclerotic hypertensive cardiovascular disease 
seems to be better than in left ventricular 
failure associated with angina pectoris, coro- 
nary thrombosis, syphilitic heart disease, heart 
block, congestive failure, gallop rhythm, 
pulsus alternans, several attacks per day, or 
repeated attacks which are hard to relieve. 
The prognosis in arteriosclerotic hypertensive 
cardiovascular disease does not seem to be 
more grave when associated with auricular 
fibrillation, inverted T-waves or low voltage 
electrocardiographic complexes. 

It remains to be seen whether or not the 
prognosis will be improved by prompt treat- 
ment of acute infections, assiduous therapy 
of chronic infection, successful control of al- 
lergic factors, attempts to delay the progress 
of emphysema, and the recognition and con- 
trol of the other causes of wheezing. 

Cardiac asthma is not a simple syndrome. 
The common association of several other 
causes of wheezing has been mentioned. In 
a recent study,’ which emphasized the im- 
portance of noncardiac factors in cardiac 
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asthma, several simple practical clinical ob- 
servations were made. It is hoped that these 
will serve as useful supplements to the con- 
ventional material outlined above. For ex- 
ample, the allergist will observe that: (1) 
Asthma and heart disease may be present 
simultaneously and may run _ independent 
courses, neither affecting the other. (2) Car- 
diac asthma may be quite mild. (3) Cardiac 
asthma may be relieved by noncardiac man- 
agement such as control of allergy and infec- 
tion and the use of symptomatic remedies. 
(4) Infection may precipitate cardiac asthma. 
(5) Allergic and infectious asthma may pre- 
cede cardiac asthma by many years.!® (6) 
Asthma which persists after effective treat- 
ment of left ventricular failure is probably 
due to allergy or infection or other causes 
of asthma. (7) The effort of a mild attack of 
allergic asthma may precipitate acute left ven- 
wicular failure. (8) Treatment of heart fail- 
ure will provide adequate relief in only about 
20 to 25% of the cases. 

The cardiologist will observe that: (1) Car- 
diac asthma is strongly suggested by, (a) 
rapid fluctuations in weight, (b) significant 
weight loss coincident with improvement in 
asthma, (c) moist basal rales which occur 
only during attacks and are absent between, 
(d) x-ray of fluoroscopic signs of congestion 
in the hilar areas with normal shadows be- 
tween attacks, and (e) a marked fall in blood 
pressure and pulse rate coincident with relief 
of an attack. (2) Easily demonstrable left ven- 
tricular disease is not necessary to the diag- 
nosis of cardiac asthma, especially in uncom- 
plicated coronary insufficiency and arterio- 
sclerotic heart disease. Left ventricular loads 
may be difficult to demonstrate in pre-anginal 
coronary insufficiency. Actually, the first 
manifestation of coronary insufficiency may 
be an attack of cardiac asthma.*° (3) Evi- 
dence of left ventricular loads suggests, but 
does not prove, that an attack is due to left 
ventricular failure. 


Summary and Conclusions 


Cardiac asthma is one of nine types of 
causes of wheezing. It is called cardiac be- 
cause it is precipitated by paroxysmal failure 
of the left ventricle. The mechanisms by 
which this is brought about have been out- 
lined briefly. Treatment of the attack, preven- 
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tion of recurrences, and problems of diagnosis 
and long-term therapy have been discussed. 


Attention has been called to the concur- 
rence of multiple types of causes of wheezing 
in cardiac asthma and to the necessity for 
recognizing each type of cause in a given 
case in order to obtain the maximum bene- 
fits from treatment. To do this requires the 
disciplines of the allergist and the cardi- 
ologist. 


There are many unsolved problems, some 
of which have been discussed elsewhere.5 
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Discussion (Abstract) 


Dr. John L. Jacobs, Atlanta, Ga. We are certainly 
indebted to Dr. Swineford for this interesting paper 
which continues his efforts to clarify the concept of 
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cardiac asthma from the point of view of an allergist. 
As one reviews the literature on this subject one 
suspects that one of Dr. Swineford’s chief contribu- 
tions may be that he has emphasized a sensible 
clarification of terminology made desirable by the 
growth of allergy as a field with distinct immuno- 
logical characteristics. 

In Dr. Swineford’s clinic asthma is defined as 
wheezing with dyspnea. If one joins Dr. Swineford in 
this, as most allergists probably would, a considerable 
group of dyspneic, nonwheezing, nonallergic patients 
is eliminated from the asthma group. As Dr. Swine- 
ford has ably demonstrated, numerous diagnostic cri- 
teria are available to distinguish between bronchial 
and cardiac asthma, which are sufficient for most 
cases. This has been confirmed by Shuman and Sim- 
mons who demonstrated, in 1952, that in patients with 
dyspnea and associated wheezes diagnoses of bronchial 
or cardiac asthma made by history, circulation time 
or response to aminophylline ran closely parallel, with 
about 13% of the patients apparently belonging to 
a mixed group. 

Most cardiologists, however, and, I believe, most 
medical dictionaries, do not limit the definition of 
asthma to dyspnea necessarily associated with wheez- 
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ing, and identify the syndrome of cardiac asthma with 
paroxysmal cardiac dyspnea. Some authors, such as 
McGinn and White, Wolferth, and Ferris use the 
terms cardiac asthma and paroxysmal cardiac dynsp- 
nea interchangeably, although McGinn and White 
prefer the former and Wolferth the latter. Such use 
of these terms would appear to be historically justi- 
fied as the word asthma is derived from a Greek 
word meaning short, drawn breath, or gasping for 
breath, as in one dying. 

It would seem, however, in view of ‘the great in- 
crease in knowledge about allergic, wheezing asthma 
in this century, and the changed viewpoint resulting 
therefrom, that it may be more logical, and might 
lead to greater diagnostic precision, to follow Dr. 
Swineford’s example and limit the use of the term 
cardiac asthma to patients with wheezing, thus ex- 
cluding many purely cardiac patients and leaving for 
the cardiologists a nonwheezing group which the term 
paroxysmal cardiac dyspnea aptly describes. Weiss and 
Robb, outstanding students of the subject from the 
cardiac point of view, agree that this change in termi- 
nology should be made. Perhaps when more allergic 
studies on these patients, including adequate skin 
tests, are available, the logic of Dr. Swineford’s use 
of these terms will prove irresistible. 
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The Diagnostic Significance of Fetal 
Hemoglobin in the Maternal 
Circulation During Pregnancy 


HANS D. TAUBERT, M.D., ARTHUR L. HASKINS, M.D., and 
HARRY COHEN, M.D.,t Baltimore, Md. 


Transplacental hemorrhage is now known to occur. If it does it may be fatal or injurious to 
the fetus. By new technics it is now feasible to measure fetal hemoglobin in the 
maternal blood stream as proof of fetal blood loss into the maternal circulation. 


INVESTIGATIONS concerned with the anatomy 
and physiology of the human placenta have 
indicated that cellular blood elements may 
pass the placental barrier in either the fetal 
or maternal direction. The entrance of for- 
eign blood substances into the blood stream 
of the fetus or mother can initiate disease 
preucesses which may eventuate in serious or 
fatal consequences. 

The discovery of the Rh system by Wiener 
and Landsteiner,? in 1940, was soon followed 
by the clinical application of the concept to 
the definition of the pathogenesis of erythro- 
blastosis fetalis by Levine and associates.? In 
these investigations it was established that a 
significant number of fetal erythrocytes may 
gain access to the maternal blood stream pre- 
sumably through breaches of the trophoblastic 
endothelial junction. Henceforth, the classical 
concept of the integrity of the placental bar- 
rier with complete separation of maternal and 
fetal circulations required reconsideration. 

The usual type of anemia, of clinical signif- 
icance, occurring in the newborn is hemolytic 
in origin. The hemolytic process usually re- 
sults from isoimmunization evoked by Rh or 
ABO incompatibility. 

Anemia resulting from hemorrhage ac- 
counts for approximately 5% of the recog- 
nized anemic states occurring in the newborn 
infant.8 This type of anemia has recently be- 
come a popular subject for clinical and labor- 
atory investigation. 


+From the Department of Obstetrics and Gynecology, Uni- 
versity of Maryland School of Medicine, Baltimore, Md. 


Posthemorrhagic anemia has been attribut- 
ed to a variety of obstetric situations in which 
injury to the fetal vessels of the placenta 
could result in exsanguination of the fetus. 
Obvious damage to the fetal circulation with- 
in the placenta occurs with placenta previa, 
premature separation of the placenta and in 
cesarean section in which the placenta is in- 
advertently transected. Many of the stillbirths 
associated with placenta previa are presumed 
to be the result of critical fetal hemorrhage at 
the placental site. The demonstration of fetal 
blood elements in the uterine bleeding associ- 
ated with placenta previa and premature sep- 
aration of the placenta has been offered as 
further evidence of the fetal exsanguination 
potential present in these clinical entities.45 

Infants in posthemorrhagic shock are se- 
verely distressed. The prognosis for recovery 
is poor and can only be improved with the 
prompt institution of proper therapeutic 
measures. Resuscitation technics will not be 
effective unless accompanied by the restora- 
tion of the fetal blood volume through trans- 
fusion. The ultimate efficacy of therapy is 
therefore dependent upon an immediate and 
corrected diagnosis. All infants delivered of 
mothers with abnormal vaginal bleeding, 
transection of the placenta, placenta previa, 
premature separation of the placenta or vasa 
previa should be regarded as being pre- 
disposed to the development of anemia and 
shock. 


An occasional newborn will show evidence 
of anemia and shock in the absence of obvious 
fetal hemorrhage. Wiener® reported three 
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cases of nonhemolytic anemia in newborn in- 
fants and postulated that the anemic state 
was induced by occult hemorrhage from the 
fetal surface of the placenta into the intravil- 
lous space and, hence, into the maternal cir- 
culation. Wiener’s hypothesis found support 
and confirmation in several published case 
reports of a similar nature. Fetal erythrocytes 
or hemoglobin have been demonstrated in the 
maternal circulation in those incidences in 
which severe and otherwise unexplainable 
nonhemolytic anemia of the newborn has 
been established.3.4.7-14 


Fetal anemia and shock due to the trans- 
placental loss of blood from the fetus to the 
mother probably occurs infrequently. How- 
ever, it is apparent that the prediction or 
early detection of the anemic state prior to 
parturition could improve the salvage of the 
affected newborn infants. For this reason, con- 
sideration has been given to conducting rou- 
tine antenatal studies on the maternal blood 
for evidence of fetal elements. This study was 
directed toward evaluation of a laboratory 
technic for the recognition of circulating fetal 
blood in the maternal organism in a prenatal 
clinic population. Included in this presenta- 
tion are three case reports of nonhemolytic 
anemia of the newborn presumably the result 
of transplacental hemorrhage. 


Method and Materials 


Fetal hemoglobin (Hb. F.) is the principle 
hemoglobin circulating in the human fetus. 
At birth it approximates 60% of the hemo- 
globin mass. The gradual replacement of Hb. 
F. by the adult compound is completed at 
about four years of age. The presence of cir- 
culating Hb. F. in the gravid human female 
would obviously suggest the placental transfer 
of hemoglobin from the fetus to the mother. 
There are, however, other circumstances in 
the human female in which Hb. F. is encoun- 
tered. These include a variety of hematologic 
disorders, e.g., thalassemia, sickle cell anemia, 
multiple myeloma and primary anemia." 

Hb. F. may be differentiated from adult 
hemoglobin (Hb. A.) by ultraviolet spectros- 
copy, electrophoretic mobility, solubility con- 
stants, immunologic behavior and alkali de- 
naturation.15-17 The differential response of 
Hb. A. and Hb. F. to alkali denaturation is 
the basis for the identification of Hb. F. de- 
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scribed by Singer, Chernoff and Singer.'* This 
method for determining Hb. F. concentra- 
tions in maternal blood was used in our study 
because of its simplicity, rapidity and sensi- 
tivity. 

The alkali denaturation method determines 
the amount of Hb. F. present in a given blood 
sample. Values of less than 2% Hb. F. are 
considered as being normal.15.18 It cannot dis- 
tinguish between hemoglobin derived from 
fetal erythrocytes which have inadvertently 
entered the maternal circulation or Hb. F. 
derived from the adult organism as the result 
of a hematologic disorder. The prevalence of 
some of these hematologic disorders in negro 
populations and the fact that our clinical 
population is primarily Negro, made it im- 
perative to gain information as to what degree 
these factors might influence our results. It was 
also necessary to establish norms to detect 
any significant fluctuations of Hb. F. concen- 
tration in the maternal blood during the 
later stages of pregnancy. 


For this reason 650 gravid patients in the 
last trimester of pregnancy were studied. 
Citrated blood samples were obtained at vari- 
ous times in the last trimester. The majority 
of the samples were obtained at 36 weeks of 
gestation. The average number of determina- 
tions were 1.25 per patient. All samples which 
were shown to contain abnormal concentra- 
tions of Hb. F. were re-examined in dupli- 
cate or triplicate. If feasible, these were com- 
pared with values obtained in subsequent 
clinic visits during the postpartum period. In 
each instance of abnormality, hematologic 
studies including electrophoresis were accom- 
plished. Blood studies were done on all in- 
fants of mothers who showed an increased 
level of Hb. F. 


Results 


The mean Hb. F. concentration expressed 
in per cent of the total maternal hemoglobin 
concentration was found to be 1.06% with a 
standard deviation of +0.754 per cent. As 
shown in table 1, these results are approxi- 
mately those reported by other authors. No 
significant change in Hb. F. in the maternal 
blood during normal pregnancy could be 
demonstrated using the alkali denaturation 
method. 


Eight patients were shown to have increased 
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TABLE 1 

Mean Standard 

Hb. F. Deviation 
Singer et 1.0% +0.32% 
Bromberg et al.’ 1.45% +0.54% 
Colebatch® 0.8% Not given 
Zauner” 0.5 - 1.7% Not given 
Taubert et al. 1.06% +0.75% 


circulating Hb. F. As indicated in table 2, in 
only one instance could this be associated 
with fetal distress. The other infants were 
normal and the presence of Hb. F. in mater- 
nal circulation could not be related to the 
transplacental passage of fetal cells. Three of 
the remaining 7 patients showed permanently 
high levels of Hb. F. in association with hem- 
atologic disorders. One of these demonstrated 
Hb. SC disease and two showed sickle cell 
trait. 

One patient was found to have 22.6% of 
Hb. F. at 39 weeks. No change occurred dur- 
ing the remainder of her pregnancy or in the 
postpartum state. Hematologic study failed to 
reveal any causative factor. The remaining 3 
patients demonstrated temporary elevations of 
Hb. F. in the last trimester. The patients, 
when studied in the postpartum state, showed 
no Hb. F. They were delivered of normal, 
healthy infants without evidence of anemia. 


Case Reports 


In the following case reports, the demon- 
stration of Hb. F. in the maternal circulation 
was an important aid in establishing the diag- 
nosis of transplacental hemorrhage. 

Case 1. Patient R. H. was a 37 year old, para 
3-0-0-3. The EDC. was Sept. 9, 1959. Her blood group 
was Type O, Rh negative. The obstetric history re- 
vealed no abnormality in the previous pregnancies. 
The current pregnancy progressed satisfactorily until 
Aug. 5, 1959, at which time fetal movements disap- 
peared. The patient was admitted to the hospital on 
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August 18 in active labor. On the same day the pa- 
tient was delivered of a macerated fetus. Analysis of 
maternal blood obtained on August 18 showed traces 
of Type O, Rh, erythrocytes. No Rh antibodies were 
demonstrable. There was 3% Hb. F. Blood obtained 
on August 21 also revealed 3% Hb. F. The husband 
of the patient and the siblings were typed as follows; 


Husband B, Rh, hr” 
Wife O, th’ rh 
Sibling #1 B, Rh, rh 
Sibling #2 B, th rh 
Sibling #3 O, rh 


The patient was homozygous Rh negative and her 
husband was heterozygous Rh positive. It was con- 
cluded that the RH, cells found in the circulating 
maternal blood were of fetal origin, genetically de- 
rived from the father of the fetus. On September 9, 
no Rh or related antibodies were demonstrable in the 
patient’s blood. No Rh, cells could be found and the 
test for fetal hemoglobin was negative. 

No other factors, including ABO incompatibility, 
Rh isoimmunization or abnormalities of pregnancy 
could be shown to be the cause of the fetal death in 
utero. Gross and histologic examination of the pla- 
centa revealed no abnormalities. An autopsy was not 
done on the fetus because of advanced maceration. 
The fetal death was presumed to be the result of 
critical transplacental hemorrhage. 

Further clinical study in the mother was precluded 
because of death as the result of a cerebral aneurysm 
3 months postpartum. 

Case 2. Patient A. T. was a 27 year old, colored, 
para 3-0-0-3. The EDC. was Aug. 5, 1958. The past 
history was noncontributory. The blood type was A, 
Rh positive and the husband was O, Rh positive. The 
current pregnancy was complicated by minimal vaginal 
bleeding in the first trimester. She was treated in the 
38th week of gestation for cystitis. 

The patient was admitted to the hospital on July 
18, 1958, in active labor with a diagnosis of fetal 
death in utero of one week’s duration. After a total 
labor of 7 hours, the patient was delivered of a mace- 
rated infant. There was no gross abnormality of the 
placenta. Blood studies on the day of delivery revealed 
a Hb. F. of 15% in the mother. At 10 weeks postpar- 
tum, the level was 0.5% and at 14 weeks the Hb. F. 
was 0.6 per cent. Gross and histologic study of the 
placenta and fetus revealed no abnormality to explain 
the fetal death. Histologic study of the placenta 
showed some evidence of hyalinization with focal areas 
of infarction. 


*Received blood transfusion during cesarean section. 


TABLE 2 
Antepartum Postpartum Fetal 
Patient Hb. F. Hb. F. Distress Explanation 
#1 5.6% Not done No Hgb. SC 
#2 7.0% 3.8%* No Hgb. SA 
#3 26.1% 22.0% No Hgb. SA 
#4 22.6% 23.8% No None apparent 
52a) 2.3% 1.0% No None apparent 
#6 5.0% 0.8% No None apparent 
#7 8.6% 1.5% No None apparent 
#8 15 % 0.5% Yes Transplacental 
hemorrhage 
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The clinical impression was that the fetal death in 
utero resulted from massive transplacental hemor- 
rhage. 

Case 3. Patient H. G. was a 24 year old white, para 
0-0-0-0. The EDC. was Nov. 7, 1959. The prenatal 
course was uneventful. The patient was admitted to 
the hospital on November 10 in prodromal labor. 
There had been minimal vaginal bleeding for 3 days 
prior to admission. She entered into active labor and 
progressed satisfactorily under sedation. After a total 
labor of 10 hours she was delivered of a full term liv- 
ing male infant. The condition of the fetus was poor 
at birth. He appeared to be in shock. The respirations 
were rapid and irregular; the pulse rate was 140. Pre- 
liminary attempts at resuscitation were not successful. 
The Hgb. was found to be 8.5 Gm. per cent. The 
hematocrit was 25. The Coombs’ test was negative. 
The blood types of the fetus, mother and father were 
Type O, Rh positive. Examination of the maternal 
blood for Hb. F. revealed a level of 3.4 per cent. Fur- 
ther laboratory studies revealed the presence of ery- 
throcyte agglutination with anti-Rh’ serum and to a 
lesser degree with anti-Rh” serum. These represented 
antigens possessed by both the fetus and the father, 
but lacking in the mother. At 10 weeks postpartum 
the determination for Hb. F. in the mother was 0.7 
per cent. There were no longer any cells reactive to 
anti-Rh’ or anti-Rh” serum. 

This is considered to be a case of posthemorrhagic 
shock in a newborn infant secondary to transplantal 
blood loss. The diagnosis was aided by chemical and 
immunologic testing of the maternal blood. The new- 
born received two transfusions of whole blood. This 
increased the Hgb. to 14.5 Gm.% and was followed 
by a significant clinical improvement. 


Conclusions 


Occult transplacental hemorrhage in hu- 
man pregnancy may cause serious fetal im- 
pairment. Critical transplacental hemorrhage 
can induce fetal death in utero in the neo- 
natal period. Lesser hemorrhage may cause 
anemia or peripheral vascular collapse in the 
neonatal fetus. 

This clinical entity, although rare, is an 
important cause of fetal death and morbidity. 
Recognition and positive diagnosis of trans- 
placental hemorrhage will aid in our under- 
standing of some fetal deaths in utero which 
were previously unexplainable. The early rec- 
ognition of this syndrome in the affected 
newborn will obviously increase his chance 
for survival through a prompt and proper 
therapeutic regimen. 

The alkali denaturation technic for the 
identification and mensuration of Hb. F. in 
the maternal organism is a valuable diagnos- 
tic procedure in the recognition of transpla- 
cental hemorrhage. The procedure may be 
used as a screening device with accuracy when 
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interfering conditions have been properly 
considered. The use of the test in individual 
cases will have unquestionable value in estab- 
lishing the presence of transplacental hemor- 
rhage as demonstrated in the cases presented. 


Summary 


The alkali denaturation technic for the de- 
termination of Hb. F. in the circulating blood 
of the maternal organism as described by 
Singer, Chernoff and Singer,'* was applied to 
a clinic population. The test was utilized in 
650 unselected antenatal patients. The mean 
Hb. F. concentration was found to be 1.06 per 
cent. In this group of patients 8 were found 
to have elevated Hb. F. with a range of 2.3 to 
26.1 per cent. In one instance the increase in 
Hb. F. in the maternal organism was due to 
transplacental hemorrhage. In the other 7 
cases, 3 showed hematologic disorders and in 
4, no reasonable explanation for the elevation 


of Hb. F. prior to parturition could be estab- 
lished. 


Three cases are reported with presumed 
diagnosis of transplacental hemorrhage with 
fetal death in utero in 2 instances and a se- 
verely affected newborn in one case. The diag- 
nosis of transplacental hemorrhage was facili- 
tated through the use of the alkali denatura- 
tion technic for the determination of Hb. F. 
in the maternal organism. 
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The Pathology of Insect Bites: Brief 


Review and Report of Eleven Fatal Cases* 


GEOFFREY T. MANN, M.D., LL.B., and 
HAMPTON ROBERT BATES, JR., M.D.,f Richmond, Va. 


The authors document a number of deaths which have occurred in Virginia as the result 
of insect bites. It is significant that most patients had an antecedent history of 
extreme sensitivity to the particular insect bite. In such instances, 

therefore, hyposensitization should be advised and carried out. 


THE PATHOLOGIC ASPECTS of insect bites are 
many and varied and cannot easily be sepa- 
rated from the clinical aspects of the subject. 
Therefore we shall not attempt to list dif- 
ferent lesions caused by insects and merely 
match up the corresponding gross and micro- 
scopic findings, but will allude frequently to 
the history, symptomatology and treatment. 
Often a history of exposure to insects or of 
actual bites is necessary to support diagnoses 
taken from biopsies or, in rare cases, autopsies. 


The term “insect bite” is usually utilized 
in the literature to refer to any lesion caused 
by the classes Insecta and Arachnida of the 
phylum Arthropoda. Insecta includes lice, 
bed bugs, kissing bugs, caterpillars, beetles, 
fleas, bees, wasps, mosquitoes, sand flies, etc. 
Arachnida includes spiders, ticks, scabies 
mites, chigger mites, etc. The insects have 
three body segments, three pairs of legs, 
antennae and wings. The arachnids have two 
body segments, four pairs of legs and no 
antennae or wings. We shall use the term 
“insect” to include the previously named 
arthropods, and the term “bite” to include 
any trauma to human skin or mucosa in- 
flicted by these creatures. 


Pathologic and Clinical Manifestations 


The most common reaction to an insect bite 
is the acute swelling which usually subsides 
after a day or so. For obvious reasons these 
lesions usually arouse little interest and 
biopsies are rarely done. Goldman and as- 


*Read before the Section on Allergy, Southern Medical 
Association, Fifty-Third Annual Meeting, Atlanta, Ga., No- 
vember 16-19, 1959. 


+From the Department of Legal Medicine, and the De- 


partment of Fathology, Medical College of Virginia, Rich- 
mond, Va. 


sociates'? have studied the microscopic 
pathology of these lesions in detail. The 
initial trauma to the skin may consist, de- 
pending on the type of insect, of cutting, 
laceration, puncture, insertion of a proboscis, 
injection of saliva or venom, or probing for 
a blood vessel. The intensity of the immedi- 
ate reaction depends on the sensitivity of the 
individual, the type of arthropod and the 
duration of feeding. The immediate reaction 
consists of edema of the dermis closely fol- 
lowed by perivascular infiltration of poly- 
morphonuclear leukocytes and lymphocytes. 
The former occurs in a matter of minutes. As 
the edema subsides, the ratio of lymphocytes 
to polymorphs is increased and the cellular 
infiltrate is characteristically heaviest about 
the blood vessels and skin appendages. After 
several hours eosinophils, plasma cells, and 
histiocytes may appear (Figs. 1 and 2). 

It would probably be true to state that even 
in the simplest, uncomplicated insect bite the 
allergic component is far more important in 
the development of the subsequent lesion 
than is the mechanical trauma to the skin. 
For example, a simple pin prick of the skin 
would not elicit a persistent, edematous lesion 
with ultimately a collection of plasma cells, 
histiocytes, and eosinophils. 

The total intensity of the inflammatory re- 
sponse, particularly the concentration of 
eosinophils, is proportional to the affected in- 
dividual’s sensitivity to the offending insect. 
Even a relatively insensitive person will ex- 
hibit a more pronounced reaction to certain 
insects; chigger and tick bites call forth par- 
ticularly violent reactions.” 


The acute, allergic phase of the simple 
reaction is said to be due to protein allergens 
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rather than to toxicity of venom or saliva. 
These allergens may be found in dust from 
the wings and bodies of insects, venom, saliva, 
and in insect feces.13 

Type specific antigens have been isolated 
from certain insects, but there are some 
antigens which are common to many different 
types of insects.* We know of few reports of 
individuals sensitive to several insects! and 
suspect that severe reactions occur mainly to 
the type specific antigens. 

The acute lesion which we have described 
is more or less the same regardless of the 
insect involved. The additional insult of in- 
jected venom may alter both the local and 
systemic reactions to some degree. Bee venom 
has been investigated extensively and has four 
distinct effects. There is a histamine effect 
which results in local edema and hyperemia 
more severe than usual. A hemolytic effect is 
present and would not appreciably alter the 
local lesion, but could, in severe cases, result 
in hemoglobinuria and distinctive lesions at 
autopsy. The coagulation time of the blood 
is elevated but any anatomic lesions of im- 


FIG. 1 


Dermal edema and cellular infiltrate following a fatal wasp 
sting (Case 11). (H. & E. x 25) 


ist 
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FIG. 2 


= — 

Higher power view of figure 1. (H. & E. x 400) 

portance would be of widespread occurrence 
in severe cases. A neurotoxin is the fourth 
toxic factor in bee venom and it is doubtful 
if this visibly alters the local lesion. Wasp 
venom contains histamine, 5-hydroxytrypta- 
mine and a substance resembling bradykinin$ 

The effects of insect venom are usually of 
importance only when multiple stings have 
occurred. A single insect does not carry 
enough venom to kill a person by overwhelm- 
ing envenomation. In the 5 year period 1950- 
1954, only 3 persons died in this country from 
overwhelming envenomation and in each 
instance multiple insect stings had been suf- 
fered.6. One, however, must not overlook the 
possible untoward effects of a heavy intra- 
vascular injection of venom which might 
occur, for instance, a wasp sting penetrating 
a temporal vein. 

Occasionally the uncomplicated acute lesion 
will take the form of blood-crusted nodules. 
This is the usual reaction to Simulium fly 
bites.* 

Secondary infection is the most common 
complication of simple bites, and in some 
instances the intense cellulitis of infection 
may be almost indistinguishable histologically 
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from the extensive inflammatory reaction of 
a hypersensitive person.t It is said that 
secondary infection occurs more often fol- 
lowing wasp and hornet stings because of the 
scavenging nature of these insects and the 
consequently greater chance of bacterial con- 
tamination of the wound.5 

Acute local reactions may occur from mere 
contact with an insect and must be dis- 
tinguished from actual bites. These include 
blisters from Cantharides, irritation from the 
poison setae of certain caterpillars and derma- 
titis from moth hair.t 

It should be realized that all insect bites 
do not result in a significant pathologic 
change of the skin. Some bloodsucking in- 
sects often instigate no reaction to their un- 
complicated bites (mosquitoes, tsetse flies, 
Chrysops).® 

Experiments performed on the guinea pig 
revealed that muscle necrosis regularly fol- 
lowed honeybee stings and that palisades of 
inflammatory cells walled off the affected 
area.8 Necrosis is not usually mentioned in 
the descriptions of biopsies of insect bites in 
humans. 


Occasionally, a biopsy of an insect bite 
lesion will disclose a stinger or other portion 
of the insect’s body still attached to the skin. 
This fortuitous circumstance makes obvious 
what otherwise might be a very difficult diag- 
nosis. 

It is possible that permanent skin changes 
other than scarring may follow insect bites. 
Traub® stated that nevus araneus may de- 
velop following insect bites. Insect bite 
granulomas may have a_ carcinoma-like 
pseudo-epitheliomatous hyperplastic or lym- 
phomatous appearance. 

Rockwell and Johnson’ listed three types 
of possible allergic skin reactions following 
insect bites. These are urticarial, eczematous 
and tuberculin reactions. Small urticarial 
lesions are not essentially different from the 
acute reaction previously described. Giant 
urticaria can occur and should be diagnosed 
clinically.7_ The allergic eczema which may 
occur is probably not different histologically 
from eczema due to other causes. 

The delayed or tuberculin reaction to insect 
bites gives rise to the clinical entity of lichen 
urticarius or papular urticaria. This disease 
was first described by Thomas Bateman in 
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the early nineteenth century, and he recog- 
nized the similarity between the acute phase 
of some of the lesions and bites due to bugs 
and fleas. It was not until quite recently that 
the definite etiology was proven. 

Papular urticaria is a clinical syndrome 
consisting of numerous closely set wheals and 
papules usually on exposed areas of skin. It 
occurs predominantly in children aged 2 to 7 
years of lower economic strata, most frequently 
in warm weather. In these persons, intra- 
dermal injections of insect antigens will cause 
identical lesions. There are fairly definite 
histologic criteria for making the diagnosis. 
The early urticarial phase is histologically 
similar to ordinary acute insect bites,— there 
is edema and a dense perivascular and peri- 
appendageal cellular infiltrate in the lower 
two thirds of the dermis. Most of the cells are 
lymphocytes and eosinophils. The late or 
papular lesions fall into two groups histo- 
logically. An inflammatory variety exists 
which microscopically resembles the late re- 
action to tuberculin in skin tests: edema is 
sparse; there is dense lymphocytic and eosino- 
philic infiltration in the lower two thirds of 
the dermis and an occasional focus of necrosis. 
The second variety shows mainly a sparse 
cellular infiltrate composed principally of 
lymphocytes." 

Allen,!? in 1948, focused the attention of 
pathologists on chronic lesions of the skin 
following insect bites. These “insect-bite 
granulomas” had often been misdiagnosed. 
The epidermal changes were sometimes 
similar to those of squamous cell carcinoma 
and the cellular infiltrate in the dermis 
mimicked mycosis fungoides, Hodgkin’s dis- 
ease, lymphosarcoma, giant follicular lym- 
phoblastoma, and Spiegler-Fendt sarcoid. He 
thought the principal reason for diagnostic 
errors was the failure to realize that insect 
bite reactions could persist in a chronic form 
for as long as 2 years. 

His original observations were on a series 
of 20 lesions following bites of ticks, mos- 
quitoes, chiggers and other unidentified in- 
sects. The duration of the lesions varied from 
3 weeks to 2 years. The gross appearance 
varied from that of eczema to smooth, firm 
papules which resembled fibromas. Excori- 
ation, ulceration, oozing, crusting and desqua- 
mation were noted. One of the penile lesions 
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resembled a syphilitic chancre. Pruritis was a 
constant symptom. 

The epidermal reactions may consist of 
pseudo-epitheliomatous hyperplasia, disrup- 
tion of the basement membrane due to 
adjacent inflammation, spongiosis and acan- 


- thosis. The dermal infiltrate showed no pre- 
“a dilection for cutaneous appendages as does | 
the infiltrate following an acute reaction to 
7 an insect bite. The infiltrate was usually | 


dense and extensive with many mature 

eosinophils. Large numbers of plasma cells 

of variable size and appearance occurred and 
some were similar to the giant plasma cells 
of mycosis fungoides. Histiocytes were 
abundant and underwent hydropic swelling. 
Conspicuous lymph follicles with definite 
germinal centers were seen in 5 of the 20 
cases (Fig. 3). 
Other findings included mitoses of histio- 
e cytes, binucleate histiocytes resembling Reed- 
: Sternberg cells and subepidermal edema. 
| Changes of the dermal blood vessels sugges- 


FIG. 3 


Epidermal necrosis and dermal vesiculation 24 hours follow- 
ing a tick bite. (H. & E. x 25) (Courtesy Dr. S. M. Bouton, 
r. 


vel 


: tive of allergic angiitis were noted in 3 cases. : 
Inclusion cysts containing insect material and : 
| foreign body giant cells were also noted. 
The differential diagnosis of insect bite 

| granulomas and other lesions is well outlined 

by Allen. r 

: Bouton!* emphasizes that the younger f 

a lesions show a peculiar, acute degenerative d 

oe change of collagen going on to necrosis (Figs. ‘s 

4 and 5). Trice!* reported successful treat- 

a ment of three insect bite granulomas on the p 
same patient. These lesions were 1 and 2 tl 

cm. in diameter and had central areas of t] 

necrosis. Treatment consisted of conization d 

of the necrotic centers, and this was followed . 

by resolution of the lesions within 2 weeks. “ 

This seems to indicate that this chronic granu- ‘ 

lomatous reaction is due to retained portions ve 

of insects which act as chronic irritants. o! 

Prognosis P 

Insect bite granuloma. Note the pseudo-epitheliomatous Thus far we have dealt with acute and ST 
hyperplasia and dermal cellular infiltrate. (H. & E. x 100) chronic reactions which are not associated cc 


(Courtesy Dr. S. M. Bouton, Jr.) 
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Higher power view of figure 4 showing dermal vesiculation 
and cellular infiltrate. (H. & E. x 100) 


with mortality or high morbidity. However, 
it is well known that insect bites may termi- 
nate fatally. In this country such fatalities 
are caused almost entirely by spiders and 
members of the order Hymenoptera.® 


Deaths from tick paralysis are extremely 
rare; none were reported in the United States 
from 1950 through 1954. This is an acute 
disease of the central nervous system due pre- 
sumably to a neurotoxin derived from a tick 
which is firmly attached to the host for a long 
period of time. The symptoms are usually 
those of an ascending, flaccid paralysis of 
the Landry type. Death, when it occurs, is 
due to bulbar paralysis. Autopsy reports of 
fatal cases are extremely rare. In one of the 
cases reviewed by Hamilton, an autopsy re- 
vealed intense engorgement of the blood 
vessels of the brain and diffuse infiltration 
of the brain by small, round cells which were 
plasma cells. There was no perivascular cuff- 
ing of cells. Similar congestion and numerous 
small hemorrhages were noted in the spinal 
cord. 
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The Latrodectus spiders are considered the 
only truly poisonous spiders in the United 
States, although the bite of the Loxosceles 
reclusus spider of Missouri may produce a 
necrotic lesion.6 The syndrome of arachni- 
dism is well defined and is said to be due to 
a nonhemolytic neurotoxin. There may be 
necrosis at the site of the bite, and death is 
not uncommon in untreated cases. Acute 
nephritis frequently occurs in the later stages 
of this illness. 

Many accounts of sudden death due to 
insect bites are found in the popular press. 
These are almost exclusively due to Hymen- 
optera (bees, wasps, yellow jackets, hornets, 
ants). The usual case is that of a person who 
dies shortly after an insect bite and who 
exhibited severe prostration and shock before 
death. In most instances the victim was 
known to be extremely sensitive to the par- 
ticular insect involved and more often than 
not, a single bite is sufficient to cause death. 
Death may be due to suffocation due to 
edema from a sting close to the larynx if an 
insect enters the open mouth.* 


The symptomatology and treatment of 
these severe reactions to insect bites have been 
extensively reviewed by 


The autopsy findings in fatal cases may 
include general visceral congestion, petechial 
hemorrhages of skin, mucosa and _ serosa, 
pulmonary edema, laryngeal edema, acute 
gastroenteritis, acute myocarditis, distention 
of the right side of the heart and pulmonary 
emphysema.1® 

Parrish® reviewed all deaths occurring in 
the United States during the 5 year period 
1950 through 1954 which were due to bites 
and stings of venomous animals and insects. 
He collected a total of 215 cases of which 
86 (40%) were due to Hymenoptera. Poison- 
ous snakes killed 71 (33%) people and spiders 
killed 39 (18%). No other poisonous creature 
killed more than 5 persons. As previously 
noted, 3 deaths due to species of Hymenoptera 
were probably due to overwhelming venom 
intoxication from multiple bites, while most 
of the others were probably due to anaphy- 
lactic shock. 


Severe allergic reactions other than acute 
prostration or death have been reported. 


*Personal communication from DePaul Hospital, Norfolk, 
Va., by Dr. Arnold F. Strauss. 
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Brown and associates!® reported a case of 
severe skin necrosis (Arthus phenomenon) in 
a girl following mosquito bites. Burke and 
Jellinek!® reported a case of anaphylactoid 
purpura (Schoenlein-Henoch Syndrome) fol- 
lowing the bite of a wasp or deerfly and Siegel 
and associates*® published a case of anaphy- 
lactoid purpura due to mosquito bites. 


Case Reports 


A review of the files of the Office of the 
Chief Medical Examiner of the Common- 
wealth of Virginia disclosed 11 fatal cases of 
insect bites from 1951 through 1959. The 
pertinent data is reviewed below and _ tabu- 
lated (Table 1). 


Case 1. (E. E. A.) A 55 year old white man was 
working in his store when he was stung on the finger 
by a wasp. He fainted and attempts at resuscitation 
at a hospital were ineffectual. Death occurred less 
than one hour after the injury. He had been very 
sensitive to wasp stings and had fainted on previous 
occasions after being stung. He had suffered a heart 
attack 18 months before death but had made a good 
recovery. 


Case 2. (M. D. S.) A 24 year old white woman 
died 10 minutes after being stung on the leg by a 
wasp. She had been violently allergic to insect stings 
since childhood. Severe edema of the neck and throat 
was noted clinically. 

Case 3. (M. E. A.) A 38 year old white woman 
was stung by a bee in the yard of her home. She died 
about 2 minutes later. She had become extremely ill 
the previous year following a bee sting. 

Case 4. (J. W. C.) A 31 year old negro man was 
stung by a bce or yellow jacket while operating a 
bulldozer. He leaped down from his driver’s seat and 
ran about 50 yards before collapsing. He tried to get 
up but collapsed again. A physician quickly re- 
sponded, but the patient had no pulse and was gasping 
faintly. Epinephrine was administered without effect. 
Death occurred about 30 minutes after the injury. 
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The physician noted numerous bees and yellow 
jackets flying about the bulldozer. 


An autopsy disclosed petechial hemorrhages of the 
pleurae and congestion of the liver, lungs, kidneys and 
brain. There were a few petechiae in one renal pelvis. 
Moderate edema of the glottis and vocal cords was 
noted. 

About a week prior to death, the victim had been 
attacked by a swarm of about 100 yellow jackets and 
had been unconscious for an hour following the attack. 

Case 5. (N. L. W.) A 6 month old white girl was 
noted to have a small puncture wound of the chin 
with a surrounding area of erythema. The local 
physician prescribed topical medication and surmised 
that the lesion was a bee sting. The next day the 
neck and chin were purple and swollen. The patient 
was hospitalized, and developed a high fever. Despite 
intensive therapy she died after showing evidence of 


_ cardiac and respiratory failure. Death occurred about 


32 hours after injury. The medical examiner noted 
two punctate lesions in the skin over the alveolar 
process of the mandible. 


Case 6. (L. J. H.) A 57 year old white woman was 
stung on the throat by a honeybee as she sat on her 
porch. She entered the house and rubbed alcohol on 
her neck and then went back to the porch. After a 
few minutes she re-entered the house to lie down on 
her bed. She told a relative that she ceuld not lie 
down comfortably and asked that the door be opened 
and that she be fanned. Her obvious distress was 
alarming, and a physician was summoned. She died 
before he arrived. Examination of the body revealed 
a bee sting sticking in the skin of the neck over the 
cricoid cartilage. The previous year she had had a 
severe reaction to a sting on the arm. The time of 
survival after the injury was about 15 minutes. 


Case 7. (L. P. B.) A 52 year oid white woman was 
attempting to hive a swarm of bees when she was 
stung on the head. In a few minutes she was semi- 
comatose, and an ambulance was called. She died 
en route to a hospital, about 30 minutes after being 
stung. 


An autopsy disclosed a small, punctate scar just 
above the right ear. The lungs were overdistended 
with air, congested, edematous, and the smaller 
bronchioles were filled with reddish-gray mucoid 


TABLE 1 
DEATHS FROM INSECT BITES IN VIRGINIA, 1951-1959 


Age 
(Yrs.) Sex Race 

1 55 M W 
2 24 F W 

3 38 F WwW 
4 31 M N 
5 F W 
6 57 F Ww 
52 F Ww 
8. 63 M N 
9. 4 F W 
10. 37 M W 
ll. 49 M Ww 


History of 
Sensitivity to 


Month Insect Survival Time Insect Bites 
July Wasp ca; Bie, 
April Wasp 10 min. 
June Bee 2 min. 
Aug. Yellow jacket? ca. 30 min. 
July Unknown $2 hrs. 
Sept. Bee 15 min. 
April Bee 30 min. 
Sept. Bee 10 min. 
June Unknown 1 hr. 
July Yellow jacket 15 min. 


Sept. Wasp 75 min. 
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material. The larynx was moderately edematous, and 
the spleen was softer than normal. 

We do not know whether she had suffered previous 
severe reactions to bee stings but undoubtedly, as a 
bee-keeper, she had been stung before. 

Case 8. (J. W. R.) A 63 year old negro man had 
had several severe reactions to bee stings. His physician 
had prescribed 50 mg. capsules of Benadryl to be 
carried with him and on one occasion a severe reaction 
was aborted by taking one of these capsules. 

On the day of his death the victim was stung by a 
bee while he was driving a tractor. He drove to his 
house and called his wife for help. He collapsed as 
she helped him from the tractor. He took a 50 mg. 
Benadryl capsule but vomited it almost immediately. 
Death occurred about 10 minutes after injury. 

Case 9. (D. A. D.) A 2 year old white girl was 
bitten on the foot by an unidentified insect as she 
was playing in her yard. Almost immediately she had 
a generalized convulsion and became cyanotic. She 
died an hour later in a hospital despite treatment 
with epinephrine. The rectal temperature was 102 
degrees. 


Case 10. (I. A. J.) A 37 year old white man plowed 
up a large nest of yellow jackets while driving a 
tractor. He received numerous stings, became cyanotic 
and died about 15 minutes later. On several previous 
occasions he had severe reactions to stings of yellow 
jackets and bees requiring 6 to 8 hours for recovery. 

Case 11. (A. J. P.) A 49 year old white man was 
stung on the forearm while removing a wasp nest 
from his toolshed. He walked to his house and told 
his wife about the incident but said he felt all right. 
Shortly thereafter he became unconscious and his arm 
was noted to be reddened about the site of injury. An 
ambulance took him to a hospital. A heartbeat was 
thought to be present on arrival and “asthmatic 
wheezes” were noted. Epinephrine was given intra- 
venously (0.3 cc. of 1:1000 aqueous solution) and into 
the heart muscle (0.2 cc.). An intravenous drip of 
hydrocortisone was started and positive pressure oxygen 
was given through an endotracheal tube. 

All vital signs were absent 10 minutes after ad- 
mission, and he was pronounced dead approximately 
75 minutes after being stung. 

An autopsy revealed a wheal, 3.5 mm. in diameter, 
at the site of the bite below the left antecubital fossa. 
Severe cyanosis of the neck and shoulders was present 


TABLE 2 


AUTOPSY FINDINGS IN THREE CASES OF FATAL 
INSECT BITE 


“I 
2) 

~ 

~ 
~ 


Cyanosis 

Laryngeal edema 

Mucus obstruction of airway 
Acute pulmonary emphysema 
Pulmonary edema 

Visceral congestion 

Serosal and mucosal petechiae 
Acute cardiac dilatation 
Pericardial effusion 


PATHOLOGY OF INSECT BITES—Mann and Bates 1405 


with moderate distention of the neck veins. The 
pericardial sac contained 30 cc. of clear, straw-colored 
fluid. There was moderate edema of the glottis and 
vocal cords and the trachea, bronchi, and bronchioles 
were filled with thick tenacious mucus. The lungs 
were heavy (1,600 Gm.), edematous, firm and con- 
gested and appeared to be greatly overdistended with 
air. 

The venae cavae, azygos, and hemiazygos veins, and 
the right side of the heart were tremendously dilated 
with dark, unclotted blood. There was acute passive 
congestion of the liver. 

This man’s past history revealed that 4 years prior 
to death he had suffered a severe reaction to bee stings 
characterized by shock, prostration, and convulsions. 
Emergency treatment with epinephrine was probably 
life-saving at that time. 

Comment. In this series of 11 fatalities 
following insect bites, several interesting facts 
should be noted. 


All of the 9 adults except one had had 
previous reactions to insect bites and died of 
anaphylactic shock. The one exception was 
a bee-keeper who may likewise have been 
sensitive to bee stings. The survival time of 
the 2 children, age 4 and 2 years, was longer 
than the average survival time of the adults. 
In neither case do we know the identity of 
the offending insect. The time of survival of 
32 hours in one of these cases (Case 5) is 
more suggestive of a spider bite than of injury 
by species of Hymenoptera,® though we can- 
not rule out a fulminating septicemia second- 
ary to the bite. One should, however, bear 
in mind that hypersensitivity may be inborn 
and that, therefore, the first sting may result 
in death.5 


The rapidity of death in most of these 
cases almost precludes emergency treatment 
by a physician. It would seem imperative that 
all persons known to be hypersensitive to 
insect bites receive an adequate course of 
hyposensitization as a prophylactic measure. 
Thomas!* reported several cases of sensitive 
persons who, after hyposensitization, did not 
have severe constitutional reactions to subse- 
quent insect bites. 


It is noteworthy that 3 of the 5 men in this 
series were fatally injured as they were driving 
a tractor or bulldozer which, therefore, consti- 
tutes an occupational hazard for persons sensi- 
tized to insect bites. Three of the adults were 
autopsied. 


Summary 


The pathologic and clinical features of the 
more common reactions to insect bites are 
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briefly reviewed. Eleven fatalities following 
insect bites are reported, 9 adults, one child 
and one infant. The necropsy findings of 3 
cases are presented. 
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Submucous Resection of the Nasal 
Septum: Special Reference to Anesthesia* 


WESLEY C. THOMAS, M.D., Brunswick, Ga. 


The author points out the indications for the operation. The use of a combination of local and 
general anesthesia makes the operation a much more satisfactory procedure. 


DEBATE ON THE VALUE Of the submucous re- 
section and a report, somewhat in detail, on a 
procedure for using combined local and gen- 
eral anesthesia for the operation is the pur- 
pose for this paper. Information acquired in 
taking histories indicates that there is a group, 
possibly a large percentage of rhinologists, 
who are guilty of chiding those who favor 
correction of deformities of the nasal septum 
for the relief of distressing symptoms. Spector! 
has recently been very outspoken, saying: 
“Even otolaryngologists are guilty of advising 
patients that symptoms could not originate 
from a badly deflected septum, and they 
should never agree to septum surgery.” I be- 
lieve this unfortunate issue is due to the un- 
pleasant reactions which accompany the oper- 
ation under the universally used local anes- 
thetic. As to the value of the operation, 
Lederer? has this to say: “Experience has 
demonstrated that there are few, if any, surgi- 
cal procedures affording results superior to 
those following submucous resection of the 
nasal septum.” Any one who has studied the 
follow-up course on even a small series of 
cases will agree with this statement. The sub- 
mucous resection plays no small part in the 
benefits and blessings of modern surgery. 

To better understand these benefits one 
must study the results of nasal disease. Dis- 
eases of the nose and sinuses may cause dis- 
turbances in remote parts of the body as well 
as in the adjoining parts, as the head, larynx 
and ear. Kernan’ has given his interpretation 
of the mechanism of this interesting phenom- 
enon, saying: “The nose has elaborate rela- 
tionship through the sympathetic and para- 


*Read before the Section on Ophthalmology and Otolaryn- 
gology, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 
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sympathetic nervous systems with all organs 
of the body. Disease in the nose may cause 
dysfunction in distant parts of the body 
through disturbance of the parasympathetic 
and sympathetic nervous systems. This also 
works in  reverse—Constitutional diseases 
which intensify nasal symptoms, must have 
proper treatment.” 

From this very elaborate interrelationship 
of the nervous system one may properly as- 
sume that nasal irritation, even without in- 
fection, as may occur with a deformed septum 
could be expected to cause trouble in portions 
of the body distant from the nose or sinuses. 
Irritation of the autonomic nervous system 
may possibly explain vomiting, or attempts at 
vomiting, as is often seen on introducing some 
irritating material, as cocaine or other topical 
anesthetic, into the nasal chambers; or the vio- 
lent, fleeting headache which sometimes fol- 
lows the use of epinephrine in the nose, topi- 
cally or parenterally. The evanescent nature of 
the pain and vomiting is certainly good indi- 
cation that autonomic irritation is the cause 
and not absorption of the drug. Van Alyea,* 
in studying systemic effects of absorption of 
epinephrine derivatives from the nasal cham- 
bers decided that the systemic effect is due to 
absorption of the medicament which reaches 
the stomach. 


The work of Adriani and Campbell’ on 
the use of topical anesthetics should engage 
the attention of all physicians. In studying 
the effect of cocaine and tetracaine in dogs, 
they found that absorption of these drugs 
from the pharynx and trachea is much quick- 
er than like quantities given by infiltration, 
and almost as rapidly as when given by the 
intravenous route. They found that blood 
levels were much higher after topical applica- 
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tion of these drugs in the pharynx and 
trachea than with infiltration; and that ab- 
sorption depends more on the amount of the 
drug used (by weight) rather than the con- 
centration of the solution. These two experi- 
ments seem to be contradictory, but one must 
remember that the same drug was not used in 
each experiment. However, these reports 
should warn all who use topical anesthetics in 
the air passages to use great caution in the 
amount of drug applied at one sitting and in 
a given length of time. The use of cotton ap- 
plicators or cotton pledgets dripping with a 
solution of cocaine, tetracaine, or hexylcaine 
is unnecessary, and very undesirable. It is 
much better to use a little more time, and 
more unsaturated applicators than to save 
time by using oversaturated applicators. 

All surgeons must know, but perhaps some 
do not remember at times, that cocaine, tetra- 
caine, or hexylcaine cannot be used in quanti- 
ties sometimes supplied by our operating 
room aids. Glasses graduated to 30 cc. are 
filled to the brim, much above the 30 cc. mark 
and amounting to about 40 cc. This equals 
800 mg. of the drug in 2% solution, and 2,000 
mg. in the 5% hexylcaine solution. The max- 
imum dose of tetracaine, topically, as advised 
by several investigators, is 100 mg. over a 
period of 15 to 20 minutes. 


Etiology of Septal Deformities 


The cause of these deformities is of little 
concern to the operating surgeon, but it 
should be mentioned even in a purely surgi- 
cal discussion. Several factors are usually men- 
tioned, though opinions differ as to their im- 
portance. According to Neivert® the most com- 
mon cause is trauma; he believes there are 
rare cases due to developmental defects. Some 
mention heredity as a cause, though there is 
little evidence to substantiate this. Lederer? 
has noted, as has every rhinologist, that a his- 
tory of the injury is given in a large number, 
if not in most, of the cases. It is his belief, 
however, that injury rarely causes fracture or 
dislocation of the septum. Dislocation and de- 
formity of the caudal end of the septum is 
now usually attributed to birth injuries, either 
instrumental or due to natural pressure. In- 
flammatory conditions in early childhood can 
no doubt cause ridges and spurs at points of 
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union at bony and cartilaginous portions of 
the septum. 


It seems that causes may be listed in the 
order of their importance: developmental, in- 
flammatory and traumatic—trauma to include 
birth injuries. The appearance in most cases 
indicates that the hard parts of the septum 
curve because they grow to larger proportion 
than the space they are to occupy. Mouth 
breathing due to chronic adenoid infections 
is said to cause deformity of the hard palate 
with arching of the floor of the nose, and 
consequently less room for the septum. Good- 
year? believes that the chief cause is pressure 
of growth between the roof of the nose and 
hard palate. 


Symptoms and Signs 


More important to the rhinologist than 
etiology is the study of symptoms which he is 
called on to relieve. Headache should be 
mentioned first because it is a very frequent 
symptom and because it is the most annoying, 
as a rule. Less than half of the patients with 
a badly deflected septum have headache as 
the chief complaint, but it is the most impor- 
tant symptom because it is the most distress- 
ing. Nasal obstruction, discharge and sneezing 
are very common symptoms. Relief of pain 
seems to be more appreciated than opening 
the breathing area or diminishing the dis- 
charge. However, some patients whose sleep 
has been interfered with by nasal obstruction 
seem even more grateful than those with 
headache. Most of the symptoms which are 
attributed to a deformed septum are actually 
symptoms of an accompanying infection of 
the paranasal sinuses. In addition to those 
mentioned, are nasal voice, frequent colds 
(reactivations of sinusitis or sinobronchitis), 
postnasal discharge, impaired hearing and 
vertigo. Neurosis and gastric irritation (indi- 
gestion) are not rare symptoms. 

In treatises on septal deformities it is gen- 
erally implied that a deflected septum predis- 
poses to sinus infection. This is probably not 
altogether true, though the deflected septum 
makes the cure of a sinus infection difficult 
or impossible. In instances of marked de 
formity one finds much chronic or recurrent 
sinus infection. The word “recurrent” is used 
because it has been customarily used by physi- 
cians and patients for many years, though the 
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proper term used recently is “reactivated 
sinus infection.” During the periods of quies- 
cence the infection is not eliminated, but 
merely becomes latent or quiet. 

Objective signs of the deformed septum are 
seen by anterior rhinoscopy. In many the 
septum is uniformly concavo-convex. The 
fossa on the concave side is roomy and on the 
convex side is narrow. Almost always, how- 
ever, the roomy side is actually not roomy, 
the space being filled with compensatory hy- 
pertrophy of the turbinates. Actually breath- 
ing space may be more inadequate on this 
side than on the convex side. The sigmoid 
type of septum curves to one side above and 
to the other below, and interferes with venti- 
lation and drainage of both nasal chambers. 
Spurs, ridges, grooves and irregular curves are 
seen in about half of the cases. Overlapping 
of the cartilage and bony parts causes trouble 
from undue thickening of the septum. Shrink- 
ing is necessary to get a good view of the 
posterior part of the septum. Posterior defor- 
mities block drainage of the posterior cells 
and the sphenoid sinuses. The important 
movement of the ciliary load from the super- 
ior and middle meati is hampered by poster- 
ior deflections. Posterior deformities which 
impinge on the middle turbinate, even though 
only occasional contact is made with the tur- 
binate, will irritate the very important sphen- 
opalatine ganglion. Spurs extending into the 
lower turbinate are said to be a cause of 
headache. 


Often faulty nasal breathing only can be 
brought out as an objective criterion. Patients 
who, within their memory have not known 
good bilateral breathing, will make the state- 
ment that they have no trouble with nasal 
obstruction. For the satisfaction of the pa- 
tient and examiner it is well to test each nos- 
tril. This simple test will surprise some pa- 
tients who have had no complaint with re- 
spect to nasal breathing. 

Rhinoscopy is important in determining 
the type of rhinosinusitis which may be a 
complication of the deformed septum, and 
which may require septal surgery for its cure. 
Purulent sinus infection is more likely to oc- 
cur on the concave side, while on the convex 
side a nonpurulent type may be present simul- 
taneously. Headache is more common on the 
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side of the narrow nasal chamber, though it 
is not rare on the wide side. This agrees with 
the well-known fact that chronic purulent 
sinusitis causes little or no headache. Neivert® 
mentions this and adds another well-known 
fact about nonpurulent sinus infection, “Ex- 
perience has shown that the majority of pa- 
tients with chronic purulent paranasal sinu- 
sitis have little or no headache, and yet, head- 
ache may be present in patients who have no 
signs of a sinusitis which the average physi- 
cian would notice. Any swelling may make 
pressure on nerves whether in the mucosa or 
bony canals. Ulcerations in freely draining 
cells or absorption of toxins must be common 
causes of pain about the head.” 

Wolfe,’ in his extensive and interesting ex- 
periments on headache, found that stimula- 
tion (irritation) of the turbinates causes more 
severe head pain than stimulation of the lin- 
ing membrane of the paranasal sinuses. Stimu- 
lation of the frontonasal duct and the ostium 
of the maxillary sinus caused considerable 
pain, and stimulation of the mucosa of the 
maxillary sinus near the ostium caused severe 
pain in the upper teeth, in and over the eye. 
These experiments furnish proof that pain in 
the head, eyeballs, teeth and face is frequently 
of nasal origin. 

The modern concept of head pain seems to 
be that it is caused by vascular changes— 
vasoconstriction and vasodilitation. This may 
be true for certain types of headache, but 
helps very little in the study of the etiology of 
headache until the cause of the disturbance 
in the autonomic nervous system is found 
which produces the vascular disturbance. 
Vascular headaches are not to be confused 
with nasal headaches; but if the nasal septum 
is badly deformed, the severity of any type 
headache may be greatly reduced by correc- 
tion of the septal deformity. 


Anesthesia 


Since anesthesia for nasal surgery is the 
main reason for this report, it probably should 
be taken up last, but usage demands, and 
propriety dictates, that anesthesia be discussed 
before operation. Local anesthesia is not satis- 
factory for nasal surgery. And, as was said 
earlier, this may explain the lack of interest 
in this operation by some otolaryngologists. 
When ether was our only agent for prolonged 
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general anesthesia, local anesthetic was almost 
necessary for nasal work because of hemor- 
rhage accompanying ether anesthesia. Local 
anesthesia is not satisfactory because of vexa- 
tious reactions to the drugs used and/or emo- 
tional reactions to the operative work. Even 
enormous doses of barbiturates and morphine, 
as advised by Lempert, for the fenestration 
operation are not of much help in nasal sur- 
gery. Soon after the intravenous anesthetics 
became the choice in most adult patients, the 
combination of the two seemed to be worth a 
trial. From the first topical and infiltration 
anesthesia were applied before the intraven- 
ous anesthetic was begun. A few trials with 
giving the intravenous anesthetic first con- 
vinced me that, for some unknown reason, 
the local anesthesia should be used first. 

A search of the literature has uncovered 
only one suggestion of the combined use of 
local and general anesthesia in nasal surgery. 
This was by Salinger® in abstracting a paper 
by Haas and Wagner on “Intratracheal Anes- 
thesia with the Help of Some Infiltration in 
Radical Frontal Sinus Surgery.” 

In the first cases cocaine crystals were used 
for topical application, and procaine 1% with 
epinephrine for injection. After about 15 min- 
utes the Pentothal Sodium was started intra- 
venously. Since the use of ether in nasal sur- 
gery was beset by woe on account of profuse 
hemorrhage, in my first case bleeding was ex- 
pected to be provoking. To prevent blood and 
nasal mucous debris reaching the pharynx 
the anesthesiologist agreed a postnasal pack 
should be placed. He decided against the en- 
dotracheal tube because at the time it was not 
being used in all cases and, too, it was thought 
the amount of Pentothal needed would be 
very small. To my amazement there was much 
less hemorrhage than with the use of local 
anesthesia alone; and the harassing, disquiet- 
ing reactions which invariably go with the 
operation under local anesthesia were entirely 
absent. 

This experience has led to the belief that 
most of the reactions with local anesthesia are 
due to emotional stress resulting from the 
operative work, rather than to the toxic effect 
of the drugs used. With this combined method 
of anesthesia, the symptoms of toxic effect or 
sensitivity to the drugs used have been almost 
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too trivial to mention. In the few cases in 
which a slight reaction was noticed, it seemed 
to be brought on by the bitter taste reaching 
the pharynx or to excessive dosage reaching 
the stomach. 


At present hexylcaine HCl (Cyclaine) 5% 
is used for topical application. It seems to act 
more quickly than cocaine or tetracaine 
(Pontocaine). All of these drugs are distasteful 
and Cyclaine is probably somewhat more of- 
fensive to the taste. However, this is a nuga- 
tory objection since it will not be noticed if 
care is taken to see that applicators and 
pledgets are not oversaturated. The quantity 
needed is very small, since it is used only 
preparatory to the injection. Procaine 1% is 
injected into and under the mucosa along the 
most anterior part of the septum, posteriorly, 
near the center, and along the anterior third 
of the floor of the nose. The lower turbinate 
is also given a small injection, chiefly to 
shrink it. The local part of the anesthesia is 
more easily applied while the patient is in the 
sitting or semi-reclining position. In the up- 
right position the patient can better rid the 
throat of accumulated fluid and any bitter 
medicament which inadvertently reaches the 
nasopharynx. Moore and Tolan!® warn em- 
phatically against overdosage with any of the 
topical anesthetics in the air passages. They 
are correct in saying the unpleasant reactions 
are very rarely due to a sensitivity to the drug, 
and almost always to overdosage. After allow- 
ing the local applications about 15 minutes 
for the shrinking effect, the patient is placed 
in the horizontal position for the intravenous 
anesthetic. 

The work of Dr. Bert Ellis, our anesthesi- 
ologist, has been of immeasurable value in 
proving the worth of this method of anes- 
thesia for nasal surgery. He starts with intra- 
venous Pentothal Sodium until the desired 
state of anesthesia is reached—the first plan 
of surgical anesthesia. Then a continuous drip 
of succinylcholine is given rapidly until the 
patient is relaxed. Next a #8 Davol endo- 
tracheal tube with a single lumen cuff is in- 
serted. The patient is then maintained on 
nitrous-oxygen and succinylcholine and con- 
trolled respiration. For the operation the pa- 
tient is again put in the sitting position, and 
afterward is returned to the horizontal posi- 
tion. Then the intravenous anesthetic is dis- 
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continued, the endotracheal tube removed, 
and the controlled-respiration discontinued. 


Indications for the Operation 


When any of the symptoms described occur 
in a patient with a badly deformed septum, 
and if treatment is unsuccessful in curing the 
symptoms and maintaining an asymptomatic 
state for a reasonable time, the submucous re- 
section should be advised. If the deformity is 
hopelessly blocking either one or both nasal 
chambers, attempts at obtaining relief by con- 
servative treatment are obviously useless and 
the operation should be advised at once. If 
reactivation of a paranasal sinus infection oc- 
curs more than once annually and the septum 
is moderately deformed, the operation should 
be seriously considered. 


Operation 


The classical submucous resection is the 
operation of choice in most cases. However, if 
the caudal part of the quadrilateral cartilage 
is dislocated from its place in the notch of the 
anterior spine, or if it is badly deflected an- 
teriorly, a slightly different procedure is nec- 
essary. In instances not requiring this special 
attention, the incision is made as far back as 
the nature of the deformity will permit. 
There is no need to make the incision just 
inside the naris if the deflection begins two or 
three centimeters back. Unnecessary elevation 
of the perichondrium will undoubtedly have 
some slightly deleterious effect on the physio- 
logic function of the septal mucosa, and this 
slight damage will be more if the cartilage is 
removed. The incision can be made on either 
side in the concavo-convex cases as best suits 
the surgeon’s custom and dexterity. But in 
case of marked deformity of the anterior part 
of the cartilage the incision must be made on 
the side of the bulge. When the necessary ele- 
vation of the perichondrium and periostium 
is achieved, the original incision must be ex- 
tended through the cartilage in such a man- 
ner as to avoid penetrating or even entering 
the membrane of the opposite side. This inci- 
sion through the cartilage is best cut to a 
bevel, and the more acute the better. Writers 
on the subject do not mention this, but it 
surely promotes better healing and preserves 
a percentage of cartilage which would be re- 
moved by the right angle cut through the 
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cartilage. The right angle incision leaves a 
sharp edge to cut into the perichondrium and 
cause thickening. 

It is best, if possible, to elevate as much of 
the perichondrium and periostium as neces- 
sary before removing any of the cartilage or 
bone. It is then much easier to survey the situ- 
ation and decide what is to be removed, frac- 
tured or altered. It is well to remember, of 
course, that the periostium of the vomer is 
continuous over the upper edge of the bone 
and must be incised with a sharp knife before 
proper elevation over this part of the septum 
can be accomplished. Often a ridge along the 
junction of the vomer and quadrilateral carti- 
lage is all that needs to be removed. 

In instances of dislocation of the cartilage 
from the spine and ridge of the maxillary 
bone, some authorities advise complete trans- 
fixion of the septum at or near the mucocu- 
taneous junction. Others do all from one inci- 
sion made on the side of the dislocated carti- 
lage, at the end of the cartilage. In either case 
the subluxated cartilage must be entirely 
freed from its setting alongside the anterior 
spine and be replaced in proper position on 
the spine. A very thin acutely triangular piece 
of cartilage is removed from the anterior end 
of the cartilage. V-shaped troughs, as needed, 
are cut in the cartilage so it can be held 
straight by sutures used to draw it into the 
pocket which must be prepared for it in the 
columella. Splints or buttons held by through 
mattress sutures will usually be needed to 
hold cartilage of this type in proper position. 
Splints fashioned from x-ray film have been 
suggested for this purpose. If there is not com- 
plete dislocation of the cartilage from the an- 
terior spine but an acute turn of the caudal 
end of the cartilage into the naris, the col- 
umella need not be disturbed but the carti- 
lage must be grooved to make it more flexible 
so it can be held in the center by splints. 
Instances not involving the columella and 
anterior part of cartilage usually do not need 
suture. If sutures are deemed advisable in 
cases with the incision 3 or more cm. posterior 
to the spine, a suggestion for putting them in 
may be worthwhile. 


A long 20 gauge hypodermic needle is 
threaded with No. 1 silk. This is done by 
pulling the silk through with a loop of 6-0 
wire. The needle, with about 2 inches over- 


n 

d 
n 

e 
)- 
. 
n 

d 
i- 

S- 


1412 SOUTHERN MEDICAL JOURNAL 


FIG. 1 


Method of putting sutures in the septum 2 or more cm. 
hack in the nose. 


hang from the point, is passed through both 
lips of the wound (Fig. 1). The silk is picked 
up with forceps while the needle is with- 
drawn. The stainless steel wire may be used 
in the same manner, but extreme care is 
needed in tying it. It will cut through the 
mucosa on very slight tension. The multi- 
strand wire is better but even this is not easy 
to tie. Packing after the operation is needed 
to hold the two flaps of mucosa together and 
hold any grafts in position as well as to pre- 
vent hemorrhage. A ventilating tube along 
the floor of the nose on each side will aid in 
making the packing bearable. Plain gauze, 
lubricated gauze, or form-fitting inflatable 
packs are advised. The most advisable seems 
to be a Latex finger cot packed with wool to 
the desired thickness and one each placed in 
the middle and lower meatus. The wool is 
much more resilient than cotton or gauze and 
keeps the space filled without undue pressure. 


FIG. 2 


In the dry skull is shown the futility of correcting a 
septal deformity without giving attention to an enlarged 
and often infected turbinate. 


NOVEMBER 1960 
TABLE 1 

Relieved Improved Unimproved 
Headache 4 5 0 
Hearing loss and tinnitis 2 1 0 
Sore throat 2 | 0 
Neurosis 1 3 1 
Nausea and vomiting 1 0 0 
Reactivations 5 2 1 
13 13 2 


Table showing results in 28 cases reached in recent months. 
Operation done 2 months to 4 years previously. 


Too, the wool can be made to distribute pres- 
sure better than the air-filled device. Auto- 
claving damages the resilience of the wool to 
a slight degree, but this does not affect its 
usefulness. 

Instances of marked septal deflection, with 
deflection of the external nose, usually re- 
quire a plastic operation; except that in 
young individuals, under 23, the septum oper- 
ation offers a good chance of correcting the 
external deflection of the nose if the defor- 
mity is not too great. 

At the time of the correction of the septal 
deformity, something should be done about 
the hypertrophy of the turbinates on the con- 
cave side. If shrinking will reduce the turbi- 
nates to a desirable size no treatment may be 
indicated. If the middle turbinate of the con- 
cave side is very large it most probably has an 
infected cell within (Fig. 2). This is best 
managed by biting off the lower margin of 
the body of the turbinate and infraction if 
necessary. This will enhance drainage and 


FIG. 3 


This maxillary sinus infection and the enormous lower 
turbinates would be treated in vain without removing the 
ridges extending into each middle meatus. To apply 
topical or infiltration anesthesia behind these ridges would 
be very difficult. 
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cause the turbinate to shrink away from the 
newly placed septum. If shrinkage of the 
lower turbinate is possible to a moderate de- 
gree, injection into it of sclerosing fluid will 
greatly augment the good effects of the sep- 
tum surgery. If the size of the lower turbinate 
is only slightly reduced by decongestant drugs, 
a submucous resection of the lower turbinated 
bone is in order. If something is not done 
about the hypertrophied turbinates, headache 
may linger on that side for a few months or 
indefinitely, because the replaced septum con- 
tacts the enlarged turbinates. 

Results of the operation are shown in table 
1. This is a series of 28 patients reached since 
May 1959. The operations were done 2 
months to 4 years before the last report. As 
was stated, for the best results sinus infection 
must be treated, possibly for weeks. In one of 
the cases listed as unimproved, the patient re- 
fused to have follow-up treatment notwith- 
standing her agreement to take it. 

A typical case is that of a 35 year old white woman, 
first seen in May 1955. She gave a history of very fre- 
quent reactivations of a sinus infection for 4 years. 
She had septum surgery followed by 6 weeks of treat- 
ment with displacement and vaccine. Since that time 
she has had only one episode of upper respiratory 
trouble. According to her own statement, a small per- 
foration does not seem to hamper the good results of 
the operation. 

The after treatment consists of irrigations, 
displacement, vaccines, antibiotics and, if 
necessary, injection of sclerosing fluid into 
the lower turbinate. Cultures and sensitivity 
tests are done before giving antibiotics in the 
subacute or chronic cases. A pure culture of 
Staphylococcus aureus, which is sensitive to 
many antibiotics, will be found in a surpris- 
ing percentage of cases. The culture is taken 
after cleaning the nasal chamber, applying 
light suction with the olive tip apparatus and 
aspirating material from the middle meatus 
with a small tube. 


If the maxillary sinus contains only flakes 
of mucopurulent material, and if the cavity 
will hold only 3 or 4 cc. of the irrigating fluid 
before overflowing, a small indwelling poly- 
ethylene tube should be put into the cavity 
through the lower meatal wall for subsequent 
irrigations and antibiotic solutions. If the 
maxillary sinus is filled with mucopurulent 
liquid or semisolid material, many irrigations, 
or a window operation will be needed (Fig. 3). 
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Conclusion 


Every otolaryngologist who might have con- 
sidered the surgical correction of the deflected 
nasal septum of trifling import should re- 
examine his reflections. Surely, every surgeon 
who does this operation will have an occa- 
sional perforation; but very rarely will he 
find a patient who would be willing to ex- 
change his perforation for his old deformed 
septum. Just as surely will he have the un- 
usual case in which there is no improvement; 
but this will only depress his spirits momen- 
tarily. A little musing on the many improved 
patients will quickly renew his spirits. 

The unimproved patients will be reduced 
to a minimum by follow-up care on the fol- 
lowing points: 

1. Be sure that the hypertrophied turbi- 
nates do not continue to obstruct one of the 
nasal chambers or contact the replaced sep- 
tum. When necessary open large cells in the 
middle turbinate, and resect the anterior two 
thirds of the lower turbinated bone. 


2. Be sure that any complicating sinusitis is 
treated. 


3. Be sure that synechiae are not permitted 
to form. These are likely to occur at the point 
of removal of spurs or ridges. Here assiduity 
is needed in placing the pack after the opera- 
tion, and also in postoperative care. 


A particular process in using the well- 
known local and general anesthetic agents in 
conjunction for nasal surgery is offered. In 
theory it would seem that the decongestant 
would be all that is necessary in the way of 
topical application previous to the intraven- 
ous anesthetic but it has not worked out in 
practice. 
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Discussion (Abstract) 


Dr. Bert H. Ellis, Brunswick, Ga. I am delighted to 
have the honor of opening the discussion of this paper. 

Since I am an anesthesiologist my remarks will per- 
tain particularly to the elaboration of the anesthetic 
technics. However, I would like to say a few things in 
regard to the surgical technic. I would like to com- 
ment on the speed Dr. Thomas has attained in opera- 
ting. The time varies from 15 to 30 minutes. Though 
I realize that speed is not the essence of good surgery 
and that speed has not been a goal of Dr. Thomas, it 
has come about naturally because he has not needed 
to worry about the patient’s emotional reaction nor 
blood loss which interferes with visibility. With this 
technic there has been only one case in which the esti- 
mated blood loss was more than 50 cc. On the other 
hand, in another case Dr. Thomas used only two small 
sponges. 

In comparing cocaine, pontocaine, and Cyclaine for 
topical anesthesia, we have found that if cocaine is 
used, it should be no stronger than a 4% solution, 
and that an intravenous needle should be in place 
before any cocaine is applied. I say this because if a 
reaction occurs, it comes on so rapidly and the circu- 
latory collapse is so profound that one does not have 
the time to insert a needle into a vein for proper 
treatment. In regard to pontocaine, the likelihood of 
reaction is much less with 1% pontocaine than with a 
2% solution, and the efficiency is not demonstrably 
reduced. The number of reactions to Cyclaine, 5% 
solution, is less than with pontocaine or cocaine. 

All patients are seen the day before operation by 
someone in the anesthesia department for anesthetic 
evaluation. Preoperative medications are ordered by 
the anesthetist. The premedication usually consists of 
Seconal 100 mg. the night before and again 2 hours 
prior to operation. Demerol and atropine are given 
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one hour before operation. The dose of Demerol and 
atropine varies with the size, weight, and age of the 
patient. 

When the patient arrives in the surgical suite the 
topical and local anesthetic agents are applied by Dr. 
Thomas. It usually takes about 15 minutes for this to 
have the maximal effect. This is done with the patient 
in the semi-upright position. He is then placed in a 
supine position, a blood pressure cuff applied and an 
18 gauge needle inserted into any suitable vein. Induc- 
tion is continued with 2.5% thiopental and until the 
patient is in the first plane of surgical anesthesia; 
then relaxation is obtained with a continuous drip of 
0.1 succinylcholine and an appropriate size plastic en- 
dotracheal tube with a single lumen cuff is inserted 
and connected to a Heidbrink circle absorption anes- 
thetic machine. Anesthesia is maintained with control 
or support respiration with 75-25 mixture nitrous 
oxide and oxygen. Occasionally small increments of 
thiopental (2-4 cc.) are given to make sure the patient 
does not remember any of the procedure. 

For the operation the patient is placed in the semi- 
upright postion. Following operation the patient is 
returned to the supine position. The nasopharynx 
and upper respiratory tract are cleared of blood and 
mucous and the endotracheal tube removed in a rou- 
tine manner of extubation, and succinylcholine and 
nitrous oxide discontinued. The oxygen is continued 
until respirations are adequate, which is usually in 1 
to 5 minutes following discontinuance of the succinyl- 
choline. 

We believe the decreased blood loss is due to the 
application of topical and local anesthetic agents prior 
to general anesthesia and also to the position of the 
patient during operation. Other advantages of this 
type of anesthesia are noted in the decreased number 
of reactions to local and topical anesthestic agents, 
and the decreased emotional upset to the patient. 
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Controlled Studies of Chlorzoxazone 
and Chlorzoxazone plus Acetamino- 
phen in the Treatment of Myalgia 
Associated with Headache: 


HENRY D. OGDEN, M.D., and LEE SCHOCKETT, M.D.,t New Orleans, La. 


After a headache becomes established, the myalgia resulting from the accompanying reflex muscle 
spasm becomes prominent in the symptomatology. The authors have shown that 
treatment directed to this complicating feature may offer great relief. 


THE MOST WIDELY USED MEDICATION for the 
symptomatic relief of vascular headache has 
been the ergotamines. While these prepara- 
tions are distinctly helpful in decreasing the 
increased amplitude of pulsation which is 
responsible for at least the primary pain in 
vascular headache, they should be given early 
in the attack. As a matter of fact it has been 
demonstrated that quicker absorption of an 
ergotamine improves the pharmacologic ef- 
fect. However, these preparations have not 
proven to be especially helpful in long-last- 
ing cases of headache. 

It has been stated that prodromal auras are 
associated with vasoconstriction involving 
areas of the cerebral cortex. Auras are not 
always present. Pain appears at the time of 
increased amplitude of pulsation of the ves- 
sels. This may be associated with stretching 
of nerve tendrils in the walls, and also with a 
more acute perception of pain. Edema follows, 
and during this period the patient becomes 
less responsive to medication such as the 
ergotamines. 

Since headache in many patients appears 
during sleep, an ergotamine may be taken 
too late to be of help. Also, for various rea- 
sons many patients may delay in taking the 
drug. This may result in long-lasting cepha- 
lalgia. 


*Read before the Section on Allergy, Southern Medical As- 
Meeting, Atlanta, Ga., Novem- 


tFrom the Department of Medicine, Louisiana State Uni- 
versity School of Medicine, and L.S.U. Unit of Charity Hospi- 
tal, New Orleans, La. 


Many workers have long recognized that 
much of the pain in long-lasting headache is 
due to myalgia or painful impulses arising 
from spastically contracted muscles of the 
scalp or neck. The patient with headache 
tends to involuntarily splint these muscles 
with resultant pain. In the patient with severe 
headaches the factor of myalgia is of great 
importance. In some unpublished data on 
patients with headache, I found that 61.3% 
specifically stated that pains in the neck 
usually accompany headache. 

Therefore it is apparent that myalgia may 
complicate any type of vascular headache or, 
in fact, any type of headache. It may be the 
major cause of painful impulses in long-last- 
ing headache. 

Since myalgia is recognized to be a com- 
mon source of pain, it is quite surprising 
that relatively little work has been done 
with muscle relaxants. It is important also 
to remember that there are three clinical 
stages of headache, and the use of medica- 
tions depends primarily on this factor: 

(1) Prevention of headache, 

(2) Treatment of the early acute attack, 
and 


(3) Treatment of long-lasting pain. 

With these ideas in mind, it seemed proper 
to undertake a controlled study using an ef- 
fective muscle relaxant to determine whether 
or not the relief of myalgia would result in 
the relief of pain. 


Chlorzoxazone is 5-chlorobenzoxazolinone 
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and has the following chemical formula: 


cl 


s 


Its major action is on the reflex mechan- 
isms involved in the production of painful 
skeletal muscle spasm. It is rapidly absorbed 
from the gastrointestinal tract and peak 
plasma levels are reached in one to three 
hours after its administration. In occasional 
patients gastrointestinal or central nervous 
system symptoms appear after its use. Rarely 
itching or urticaria appears. In this study 
which involved a total of 203 patients no 
side reactions were seen. 

In the first portion of this study one of 
us (L.S.) studied the effect of chlorzoxazone* 
in 101 patients. It was compared with a simi- 
lar appearing placebo. Chlorzoxazone tablets 
contain 250 mg. in each tablet. All patients 
were instructed to take two tablets every four 
hours for relief of pain. The same instructions 
were given for both preparations. Inci- 
dentally, since the study was blind, at first 
we did not know which was the chlorzoxazone 
and which was the placebo. However, the 
identity of the active drug soon became 
apparent. 

Each patient was studied twice on each 
preparation. In other words two episodes of 
headache were treated with chlorzoxazone and 
another two episodes were treated with 
placebo. It was found that the patient who 
was to be relieved would be improved rather 
promptly. 

The average age of the patients was 42 
years, and there was an average duration of 
the headaches of 64% years. Ninety-one were 
females. However, no record of the sex was 
made in one of the 101 patients. As would be 
expected 35 had a complaint of pain in the 
occipital area or over the entire side of the 
head. This is true because of the myalgia 
which affects the scalp or neck muscles in 
many patients. It may be of some interest to 
note that 45 of these patients complained spe- 
cifically of pain in the frontal area. This 
figure does not include those who complained 


*Paraflex tablets, kindly furnished by McNeil Laboratories, 
Inc., Philadelphia, Pa. 
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of pain over the entire head or over the side 
of the head. No mention was made of the 
location of headache in two of the patients. 
Thirty-two of these patients had good relief 
after the use of chlorzoxazone, 7 had no 
preference, and 6 preferred the placebo. 

It is also noteworthy that these patients 
were seen in the Accident Room of Charity 
Hospital, and obviously had severe enough 
headaches to warrant their coming to the 
hospital for relief. Most of them had had 
their headaches for several hours. 

A record was made of the time required 
for relief on both preparations. The patients 
comments as to the efficacy of the preparation 
were included. Out of the 101 patients, 77 
or 76% preferred chlorzoxazone for relief. 
Nine or 9% preferred the placebo. Fifteen 
or 15% stated they had no preference. This 
latter group obviously includes both placebo 
reactors and those who had a response to the 
chlorzoxazone. Six of them stated that they 
were helped by chlorzoxazone. Therefore, if 
these 6 may be included in the total we see 
that 82% were helped by chlorzoxazone 
(Table 1). 

It is very difficult to tabulate the exact time 
required for relief on either preparation. This 
is so because several variables are to be con- 
sidered. As an example, the patient on the 
placebo may state she has slight relief in an 
hour on placebo, while she has complete re- 
lief on chlorzoxazone in the same time. Also, 
patients getting the placebo frequently said 
that they had no relief. These factors make 
mathematical tabulation of the time required 
for relief almost impossible. 

We also tabulated those who informed us 
they had no relief on either or both of the 
clinical trials. Seventeen found they had no 
relief after chlorzoxazone, while 61 stated 
that they had no relief after the use of 
placebo. 


Chlorzoxazone has been combined with an 
analgesic acetaminophen. Each tablet con- 
tains chlorzoxazone 125 mg. and acetamino- 


TABLE 1 


Total Preferred Preferred No Total Helped 
Patients Chlorzoxazone Placebo Preference by Chlorzoxazone 


101 77 9 15 83 
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phen 300 mg.* A similar study (L.S.) was 
done on 102 patients using this combination 
versus a placebo. The average age of the 
patients was 39 years, and the average 
duration of attacks of headache was 3.7 years. 
Seventy-four were females, and 52 complained 
of pain in the occipital area or over the entire 
side of the head. The same directions were 
given as were used in the first portion of the 
study. The results obtained are as follows: 
66 or 65% preferred the combination while 
2 or 2% preferred the placebo. Thirty-four 
or 33% stated they had no preference. Of 
the latter group 16 found they were also 
helped by the chlorzoxazone and acetamino- 
phen tablets. Therefore, if this group is com- 
bined with those that preferred the combi- 
nation we obtain a figure of 80 per cent 
(Table 2). 

It must be emphasized that only one-half of 
the amount of chlorzoxazone was used in this 
second study. This would indicate that the 
main portion of the benefit is obtained from 
chlorzoxazone itself. 

It should be restated that chlorzoxazone 
tablets contain 250 mg. of chlorzoxazone. The 
combination contains 125 mg. plus the anal- 
gesic. We believe a muscle relaxant should 
be used in maximum dosage in the treatment 
of myalgia. Therefore, if the study was to be 
done again we would probably use more of 
the chlorzoxazone. After all an analgesic 
raises the pain threshhold and does give help. 
Incidentally, we used chlorzoxazone in excess 


*Parafon tablets, kindly furnished by McNeil Laboratories, 
Inc., Philadelphia, Pa. 
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of the recommended dosage with no side 
effects. 


We would like at this point to present the 
following table which summarizes our ex- 
periences with both preparations (Table 3). 

The age of the patients and the duration 
of symptoms did not seem to have any effect 
on the results. 


Conclusions 


Myalgia is responsible for much of the pain 
in long-lasting headache. A controlled study 
comparing chlorzoxazone with a placebo 
showed that a large percentage of patients 
obtained relief with chlorzoxazone. A similar 
controlled study using chlorzoxazone plus 
acetaminophen also showed considerable 
benefit for the treated group. 


It is believed that a good muscle relaxant 
is of great help in relieving the pain of long- 
lasting headache. 


Discussion (Abstract) 


Dr. Marvin Fuchs, Washington, D. C. 1 should 
like to compliment Dr. Ogden for his very fine 
presentation, and particularly for his critical use of 
double-blind method of control in evaluation. It is 
generally recognized that this is the procedure of 
choice whenever possible to determine effectiveness 
of new agents in management of disease processes. 

The introduction of potent muscle relaxants was a 
natural stimulus to their application in painful con- 
ditions of the head where “myalgia,” the muscle 
spasm factor in headache, was in operation. Several 
such agents are available for evaluation. Shortly after 
Dr. Ogden announced his intention to study Paraflex 
and Parafon, we began a controlled study using 
cariosprodol, hereinafter referred to as SOMA in 
evaluating effectiveness in treatment. The dosage em- 
ployed for the SOMA was 350 mg. four times a day. 


TABLE 2 
Total Helped 
Total Preferred Chlorzoxazone Preferred No by Chlorzoxazone 
Patients Plus Acetaminophen Placebo Preference Plus Acetaminophen 
102 66 2 34 82 
TABLE 3 
Preference No Preference Total 
No. of Active Helped by No Effect Helped 
Pts. 4 Placebo Active Drug Noted by Drug 
Chlorzoxazone 101 77 9 6 9 83 
Chlorzoxazone 
plus acetaminophen 102 66 2 16 18 82 
Totals 203 143 11 22 27 165 
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Our study differed in several ways from that of Dr. 
Ogden. 
1. The double-blind method was not used. 


2. The method of control used was the study of a 
known headache population whose response to a 
variety of drugs was known (in all except one 
category—traumatic) for periods ranging from one to 
fifteen years. 

3. The population of the accident room was not 
used, since adequate diagnostic study and adequate 
follow-up reports were not found to be available. 

4. To clarify diagnostic criteria, only patients with 
nuchal head pain are herein reported of the over 120 
patients treated with SOMA to date. 

Our results, nevertheless, are with one exception 
fairly comparable. In nuchal head pain caused by 
trauma (whiplash headaches) therapy was effective in 
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85% of the patients studied. In the second category 
of nuchal head pain, secondary to arthritis of the 
cervical spine, 78% of the patients treated responded 
favorably. In the category of tension headache, 67%, 
approximately two thirds had satisfactory results. The 
only major deviation was in the group of patients 
with nuchal headache secondary to vascular headache. 
These patients uniformly preferred other medication 
in the admittedly small series herein reported. Of the 
entire group of 83 patients with nuchal head pain 
studied, side effects were infrequent with SOMA, and 
consisted almost exclusively of drowsiness. If the dosage 
recommended was continued, the drowsiness seemed to 
abate, even in the 1,400 mg. daily dosage recommended. 

We have therefore formulated a suggested outline for 
treatment in patients with painful conditions of 
muscle origin of the neck, and probably elsewhere in 
the head, as shown in the accompanying table. 


NUCHAL HEAD PAIN TREATMENT 


Symptomatic Preventive 
Vascular headache Ergotamine in early phase Psychotherapy, 
oral, parenteral, rectal, endocrine, 
sublingual, inhaled diuretics, etc. 
Tension headache Muscle relaxants, Psychotherapy, 
sedatives-analgesics tranquilizers 
Traumatic (whiplash) Muscle relaxants, Physical therapy, 
analgesics heat, traction 
Arthritis of cervical Muscle relaxants, Physical therapy, 
spine salicylates anti-arthritics 
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Clinical Laboratory Studies in 
Connective Tissue Disorders’ 


JOHN B. MIALE, M.D.,t Miami, Fla. 


Laboratory studies in the area of the collagen diseases have been most helpful in the diagnostic 
establishment of certain syndromes in the field of the collagen diseases. Studies related to 

the experimental or basic aspects of these diseases will sooner or later establish on 

firm grounds the concept of auto-immunization in these and related diseases, and 

will undoubtedly alter the clinical approach to these diseases. 


THE DIAGNOs!Is of collagen diseases as a group, 
and the differential diagnosis of one versus 
the others, is sometimes obvious but usually 
difficult. The object of this paper is to survey, 
critically, the help we can expect from labora- 
tory data. It is perhaps unnecessary to em- 
phasize that, as in all diagnosis, laboratory 
data unrelated to clinical data can be confus- 
ing or even misleading. However, when faced 
with a problem such as the collagen diseases 
every bit of assistance is certainly welcome. In 
some instances, laboratory data can be most 
helpful, perhaps even diagnostic. In others, 
such data may be useful in establishing which 
diagnosis is most likely. In still others it offers 
little. Ideally, laboratory data which can be 
related to pathogenesis are more meaningful. 
Although the fundamental pathologic reac- 
tions of the ground substance are well known,} 
not all the laboratory data can be referred to 
the basic reactions. 


*Read before the General Session on Medicine, Southern 
Medical Association, Fifty-Third Annual Meeting, Atlanta, 
Ga., November 16-19, 1959. 

+From the Department of Pathology, University of Miami 
School of Medicine, and the Clinical Pathology Laboratories, 
Jackson Memorial Hospital, Miami, Fla. 


The very nature of the collagen diseases 
makes it difficult to decide which should be 
included. I have chosen to restrict myself to 
those discussed by Talbott:? systemic lupus 
erythematosus (S.L.E.), polyarteritis, derma- 
tomyositis, scleroderma, and thrombotic 
thrombocytopenic purpura (T.T.P.). The pat- 
tern of laboratory findings is summarized in 
table 1. 


Anemia (Not Hemolytic) 


We refer here to anemia, usually normocy- 
tic and normochromic, only occasionally 
hypochromic, having no obvious element of 
hemolysis. Anemia is very common in S.L.E. 
Hemoglobin concentrations of less than 12 
Gm. per 100 ml. of blood were found in 102 
of 111 patients.’ As will be noted later, severe 
anemia is usually of the hemolytic type, but 
it is probable that there is a mild undetected 
hemolytic component in the mild anemias. 
In polyarteritis and dermatomyositis the 
anemia, if any, is mild. Anemia is almost 
never seen in scleroderma. In thrombotic 
thrombocytopenic purpura the anemia is al- 
most always hemolytic. 


TABLE 1 
LABORATORY DATA IN THE DIFFERENTIAL DIAGNOSIS OF CONNECTIVE TISSUE DISORDERS 


Serum 


Anemia Protein L.E. Urine 
(Not Leuko- Leuko- Thrombo- Hemolytic Sedimen- Abnor- Phe- Abnor- 
Hemolytic) penia cytosis cytopenia Anemia tation Rate malities nomenon malities 
Systemic Lupus + a: + + + + + 
Erythematosus 
Polyarteritis + _ + _ + + + + _ + 
Dermatomyositis + 4 _ + one + 
Thrombotic 
Purpura 
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Leukopenia and Leukocytosis 


Leukopenia is characteristic in S.L.E., 
sometimes as low as 2,000 per cu. mm., but 
usually between 4,000 and 5,000 per cu. mm. 
In two fairly large series studied, the white 
blood cell count was below 5,000 per cu. 
mm. in 71 and in 81% of the cases. When 
leukocytosis is present it is secondary to 
complicating infection. Eosinophilia is un- 
common but may occur during steroid 
therapy. 


In polyarteritis and dermatomyositis, 
leukopenia is uncommon, leukocytosis being 
the usual abnormality when the white blood 
cell count is abnormal. Higher leukocyte 
counts have been reported in polyarteritis, 
than in dermatomyositis, sometimes in the 
leukemoid range.‘ Eosinophilia is some- 
times striking in polyarteritis, but rare in 
dermatomyositis. Neither leukopenia nor 
leukocytosis is characteristic of scleroderma. 

Low, normal and elevated leukocyte counts 
have been reported in T.T.P., but a high 
white count, sometimes in the leukemoid 
range, is characteristic of the acute disease. 
Because of the hemolytic anemia which is 
part of the syndrome, the blood smear often 
shows normoblasts, spherocytosis, and poly- 
chromatophilia. 


Thrombocytopenia 


Thrombocytopenia is common in S.L.E. 
and inherent in T.T.P. Thrombocytopenia 
is almost never seen in the other syndromes. 

In S.L.E., thrombocytopenia is found in 
about half of the cases, usually, but not al- 
ways, associated with purpura and other 
hemorrhagic manifestations. Hemorrhage 
may, however, be present with a normal 
platelet count or one which, though de- 
pressed, is not alarmingly low. Thrombocy- 
topenia and purpura may be the presenting 
features and we should be reminded not to 
be satisfied with the diagnosis of idiopathic 
thrombocytopenic purpura or hypersplenism 
unless $.L.E. has been ruled out. 

Severe thrombocytopenia is a constant fea- 
ture of T.T.P.° Occasional instances of nor- 
mal platelet counts are recorded, but it is 
impossible to state with confidence that 
thrombocytopenia was never present in the 
course of the disease. Whereas the morphol- 
ogy of the bone marrow is not diagnostic in 
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S.L.E., characteristic blood vessel changes may 
be found in T.T.P. when marrow particles are 
sectioned.? This may be most helpful in dif- 
ferentiating T.T.P. from S.L.E. and other 
syndromes showing thrombocytopenia and 
hemolytic anemia. 

For all intents and purposes, thrombocy- 
topenia below 100,000 platelets per cu. mm. 
excludes polyarteritis, dermatomyositis and 
scleroderma. 


Hemolytic Anemia 


Hemolytic anemia is found in T.T.P., 
S.L.E., and polyarteritis, in that order of 
frequency. It is not seen in dermatomyositis 
or scleroderma. The features are the usual 
ones of hemolysis—anemia, reticulocytosis, 
increased pigment excretion, and decreased 
survival of erythrocytes. 

In L.E. acute hemolytic anemia occurs in 
about 10% of the cases.8 Chronic and mild 
hemolytic anemia is probably present in the 
majority of cases, as shown by series in which 
erythrocyte survival studies have been done.’ 
The direct antiglobulin (Coombs’) test has 
been positive in almost all cases in which 
the hemolytic anemia was acute, and may 
remain positive during steroid-induced re- 
mission.§ In one instance the direct anti- 
globulin reaction became positive after 
splenectomy. 

In T.T.P., hemolytic anemia is almost 
always present and is usually severe. The di- 
rect antiglobulin test is usually negative, 
with only a few exceptions.® 

Hemolytic anemia is seen only occasional- 
ly in polyarteritis.® It is so rare in scleroderma 
and dermatomyositis as to throw serious 
doubt on these diagnoses when present. 


Sedimentation Rate 


The sedimentation rate is elevated in all 
the diseases in this group. Thus, it may be 
indicative of disease in the initial study of 
a patient, but does not help to differentiate 
one syndrome from the others. 


Abnormalities of Serum Protein 


Elevated concentrations of serum globulin 
are reported in roughly half of the cases of 
S.L.E. The increase is characteristically in 
gamma globulin, alpha and beta globulin 
being normal. Occasionally, an increase in the 
alpha-2 fraction is noted. In one case of 
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S.L.E. with nephrosis, agammaglobulinemia 
was present. Hypoalbuminemia may or may 
not accompany the hyperglobulinemia. Floc- 
culation tests of liver function are unreliable 
in the presence of such altered protein pat- 
terns, and liver disease must be detected by 
other means.1° 


The manifestations of hypergammaglobu- 
linemia are four, and each may be due to a 
different subfraction of gammaglobulin: (1) 
one fraction which reacts with phospholipid 
and gives false serologic tests for syphilis, (2) 
one is a true antibody which reacts with 
erythrocytes to give a positive antiglobulin 
reaction, (3) one which acts as an anticoagu- 
lant, and (4) one which produces the L.E. 
phenomenon. Macroglobulins giving a posi- 
tive test for “rheumatoid factor” may also 
be present. 

Abnormalities in the serum protein pat- 
tern are neither as common nor as striking 
in polyarteritis..1 There may be a decrease 
in total serum protein concentration, and 
an inversion in the albumin-globulin ratio, 
but the hypergammaglobulinemia seen in 
S.L.E. is extremely uncommon. In one case 
the serum contained a gamma globulin which 
precipitated spontaneously at refrigerator 
temperature but was not a true cryoglobulin. 

In T.T.P. the protein pattern is normal 
except for hypofibrinogenemia in some of 
the cases. 


Serologic Tests for Syphilis 


It is well established that serologic tests 
for syphilis are frequently positive in S.L.E.1* 
The reaction is a biologic false one which 
may antedate the clinical disease by some 
years. Characteristically, the strength of the 
reaction varies from time to time. The anti- 
body is present in the gamma globulin frac- 
tion. The T.P.I. is negative. When patients 
with S.L.E. are followed with periodic sero- 
logic tests for syphilis a positive reaction 
can be expected to occur in about half of 
the cases. 


Biologic false positive serologic tests for 
syphilis are also encountered in polyarteritis, 
but the incidence is lower than in S.L.E. In 
T.T-.P., serologic tests for syphilis are usually 
negative and only occasionally positive. No 
false positive reactions have been reported 
in dermatomyositis and scleroderma. 
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The L. E. Phenomenon 


Some of us will come to a parting of the 
ways here, for it is my opinion that, with 
the exception of the L.E.-like disease induced 
by hydralazine,1* the L.E. cell phenomenon 
is specific for $.L.E. There is no doubt that 
similar cells may be found in a variety of 
related and unrelated diseases, but in my 
experience—as well as from what has been 
presented in the literature—some of these 
structures do not fulfill the strict criteria of 
the morphology of the L.E. cell. It is also 
my opinion that when typical L.E. cells are 
found in a case diagnosed as, for example, 
rheumatoid arthritis, the patient probably 
has S.L.E. Failure to elicit the L.E. pheno- 
menon does not, of course, exclude S.L.E. 
Failure to observe strict criteria of the mor- 
phology of the L.E. cell has given rise to 
claims that some patients with discoid lupus 
erythematosus have positive L.E. tests, where- 
as we agree with most authors that L.E. cells 
are not found in discoid lupus. 

Thrombocytopenia and mechanical fac- 
tors in handling drawn blood influence the 
intensity of L.E. cell formation.1* This rela- 
tionship has received insufficient attention, 
both with respect to negative L.E. tests and 
with respect to false positive ones. It must 
be noted, for example, that one patient hav- 
ing clinical stigmas of S.L.E. who developed 
a circulating anticoagulant had consistently 
negative L.E. tests. 


Urinary Abnormalities 


Since there may be renal involvement of 
varying severity in any disease in this group, 
the urine may show abnormalities propor- 
tional to the severity of the renal lesions. 
Proteinuria and microscopic hematuria may 
be seen in any of them. More severe changes 
(granular and hyaline casts) have been noted 
in S.L.E. and polyarteritis and T.T.P. 

In S.L.E. and polyarteritis the urine and 
urinary sediment are sometimes characteris- 
tic.15 The sediment, carefully and compe- 
tently examined, often reveals elements 
characteristic of both acute and chronic in- 
volvement, i.e., erythrocytes, leukocytes, pro- 
teinuria, a variety of casts (red blood cell 
casts, granular casts, hyaline casts) and oval 
fatty bodies. Because of the presence of both 
acute and chronic elements this has been 
called the “telescoped sediment.” Only rare- 


60 
ay 
re ‘ 
if- 
er 
id 
m. 
ad 
Ps 

of 

tis ; 
lal 
sis, 
ed 

in 
ild 
he 
ich 
e.8 
has 
ich 
lay 
re- 
nti- 
‘ter 
ost 
di- 
ve, 

‘ma 
ous 

all 

be 
of 
iate 
alin 
of 
ulin 

the 
of 


2 


1422 SOUTHERN MEDICAL JOURNAL 


ly is it encountered in typical glomerulone- 
phritis, so when found it strongly suggests 
S.L.E. or polyarteritis.1® 


New Tests 


The search for more sensitive and specific 
tests continues. Other than technical varia- 
tions, the tests which appear most promising 
for S.L.E. are based on detection of lupus 
globulin—nucleohistone interaction by the 
fluorescent antibody technic. At this time no 
statement can be made as to whether this 
new technic is more specific than the standard 
tests. From the data presented in one series 
it would appear that a higher percentage of 
positive reactions is obtainable with this 
test, but the specificity of the reaction for 
S.L.E. may be lower.!7 A latex agglutination 
test for S.L.E. has been reported.!8 This may 
be both more sensitive and more specific 
than the standard tests, since cases of rheu- 
matoid arthritis, discoid lupus erythematosus, 
rheumatic fever, penicillin sensitivity, der- 
matomyositis, scleroderma, and polyarteritis 
gave negative latex agglutination tests, some- 
times with positive reactions in the standard 
L.E. tests. 


Summary 


1. Clinical laboratory studies may be quite 
helpful in differentiating among connective 
tissue diseases. 


2. The usual pattern of laboratory data is 
presented and discussed. 
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3. Some of the newer tests are discussed 
briefly. 
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Enzymatic Peritonitis Due to 


Pancreatic ‘Trauma 


J. D. AAHMORE, M.D., J. R. THOMASON, M.D., 
W. H. AMSPACHER, M.D., and G. M. GRIMBALL, M.D., Greenville, S. C. 


Trauma, accidental or surgical, may so damage the pancreas that there is leakage of pancreatic 
secretion into the peritoneal cavity. If this occurs it may produce a stormy course. Diagnosis 
may be established by the demonstration of pancreatic enzymes in the ascitic fluid. 


Introduction 


ALTHOUGH THE ETIOLOGY OF PANCREATITIS is 
poorly understood, the treatment of the acute 
phase is fairly well standardized, and consists 
of nonoperative supportive measures. Un- 
fortunately, the syndrome following pancreatic 
trauma has been termed “traumatic pancre- 
atitis,” or if following gastric surgery, “post- 
gastrectomy pancreatitis” is substituted. The 
etiology of the latter has been recently clari- 
fied by Burnett and co-workers.1 The syn- 
drome is produced by leakage of pancreatic 
enzymes into the peritoneal cavity rather than 
any parenchymal pancreatic inflammation. 
These authors recommended ridding the 
peritoneal cavity of this fluid by sump drain- 
age and even prophylactic drainage in diffi- 
cult dissections in the region of the pancre- 
atic head. A clinical analysis of the following 
four cases has been made in an attempt to 
evaluate the patient’s response to intra- 
peritoneal accumulation of pancreatic se- 
cretions. 


Two of the cases followed subtotal gas- 
trectomy, one followed penetrating abdominal 
injury with an associated duodenal perfo- 
ration and lumbar nerve root damage, and 
one followed blunt abdominal trauma with 
isolated pancreatic injury. Although the 
cases are few in number, they occurred re- 
cently and were followed with particular 
interest in view of the significant contribution 
of Burnett and co-workers mentioned previ- 
ously.1 The case of isolated pancreatic injury 
due to blunt trauma is of particular interest 
since the clinical course was devoid of in- 
fluential factors such as operative trauma, 
injury to other organ systems, or blood loss. 

Case 1. (No. 030105). A 50 year old white man 


underwent subtotal gastrectomy for a benign gastric 
ulcer, refractory to long-term medical treatment. At 
the time of operation the ulcer had penetrated to the 
body of the pancreas, and dissection in this region 
was very difficult. The patient’s general condition 
was poor in the immediate postoperative period, with 
rapid pulse, a fever ranging from 100 to 103 degrees, 
and he complained bitterly of generalized abdominal 
pain, with little relief from narcotics. Ileus with dis- 
tention was not actually relieved despite nasogastric 
suction, and on the fourth postoperative day the 
patient suffered a wound dehiscence. This was pre- 
ceded by an outpouring of large amounts of serous 
fluid. 

At the time of secondary closure, the operator noted 
a large amount of intraperitoneal fluid with scattered 
areas of fat necrosis. There was a considerable amount 
of clot and necrotic tissue in the region of the pan- 
creas, and it was the operator’s impression that this 
patient had suffered acute necrotizing pancreatitis. 
There was no disruption of the duodenal stump or 
gastrojejunal anastomosis. The peritoneal cavity was 
lavaged with saline, and three large Penrose drains 
were brought out through a flank stab wound. The 
wound was then closed with through and through 
wires. Surprisingly the patient’s postoperative condi- 
tion was much improved with lysis of fever, and a 
return of the pulse to normal within a matter of 
12 hours. Serum amylase determined a few hours 
after the secondary operation was within normal 
limits. Unfortunately amylase activity was not deter- 
mined on the intraperitoneal fluid. A biopsy taken 
of what was thought to be necrotic pancreas was re- 
ported as hemorrhagic adipose tissue. 

Comment. The gross description of this 
pancreas is similar to one reported by Burnett! 
in a patient that came to autopsy. The 
pancreas was surrounded by a layer of fibrin 
and necrotic tissue without any parenchymal 
damage. 

Case 2. A 36 year old physician underwent emer- 
gency gastrectomy for a bleeding duodenal ulcer re- 
fractory to conservative management. The duodenum 
was freed with moderate difficulty from the pancreatic 
head. Immediately postoperatively the patient’s tem- 
perature ranged from 102 to 104 degrees. Nasogastric 
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suction was instituted on the third postoperative day, 
due to persistent ileus. Superficial infection of the 
wound was apparent on the 5th postoperative day, 
and therefore the wound was drained. A culture of 
hemolytic staphylococcus was obtained from the area. 
The serum amylase on the 6th postoperative day was 
580 units with a control of 64 units. At this time 
peristaltic activity returned and, although some con- 
sideration was given to drainage, he improved grad- 
ually over the next several days. Four months follow- 
ing discharge there was no evidence of pancreatic 
malfunction. 


Case 3. (No. 111036). A 22 year old colored man 
was admitted on Feb. 7, 1959, with a pistol wound of 
the right upper quadrant of the abdomen. Preoper- 
ative x-ray examination revealed the bullet to have 
traversed the peritoneal cavity, and to have fractured 
L-3, and the lateral processes of L-3 and L-4. Damage 
to the lumbar plexus was ascertained preoperatievly. 


At laparotomy there was perforation of the third 
portion of the duodenum and the left lobe of the 
liver. Bleeding was brisk from severed lumbar arteries 
and veins in the mid-lumbar region, and hemostasis 
was obtained with difficulty. The duodenal wound 
was closed. It was noted that there was a small pene- 
trating wound of the body of the pancreas. Penrose 
drains were placed down to the region of the pancreas, 
and brought out through separate stab wounds. Fol- 
lowing this procedure, a laminectomy was done; no 
cord injury was found. The patient had a high fever, 
a rapid pulse, and ileus persisted for approximately 
4 days. Bowel action returned, and nasogastric suction 
was discontinued. 


The patient continued to have high fever with no 
cause apparent on physical examination, and suffered 
intermittent periods of abdominal distention with 
nausea and vomiting. On the 12th postoperative day, 
a plain film of the abdomen was made with the hope 
of demonstrating an intraperitoneal abscess. This re- 
vealed an intraperitoneal accumulation of fluid; at 
paracentesis a large amount of straw-colored fluid was 
obtained. The amylase activity on this fluid was 558 
units with the control of 130 units. A catheter was 
placed with a trochar, and he continued to drain 
large amounts of clear fluid. The amount of fluid 
amounted to as much as 1,500 cc. on the second day 
after sump type drainage had been instituted. The 
amount of drainage decreased gradually, and suction 
was discontinued 10 days after its institution. The 
patient became afebrile following institution of drain- 
age, and his general condition improved greatly with 
an increase in appetite and strength. 

Six months postoperatively he had no complaints 
referable to the abdominal injuries, but had a residual 
paralysis of the lumbar plexus on the left side. 

Case 4. (No. 030749). This eleven year old white 
boy was admitted on June 1, 1959. The history re- 
vealed that he had fallen across a parallel bar 10 
days prior to admission. He had moderate abdominal 
pain, and was seen by his family physician on that 
same day. He vomited twice during the night, but 
on the next day complained only of mild generalized 
abdominal pain. The pain persisted for several days, 
but the child felt well enough to return to school 4 
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days before admission. While wrestling with a school- 
mate, he developed abdominal pain again. This pain 
persisted, and increased during the days prior to ad- 
mission. 

On admission the child had moderate, generalized 
abdominal tenderness. There was neither rebound 
tenderness nor palpable masses. His temperature was 
100° with a pulse rate of 110. An abdominal x-ray 
film revealed a bowel pattern consistent with para- 
lytic ileus, and it was also thought that there was some 
free air in the region of the duodenal loop. 


Because of the radiographic interpretation, explor- 
ation was mandatory, and at laparotomy, 500 cc. of 
amber peritoneal fluid was encountered with areas of 
fat necrosis over the bowel mesentery. The amylase 
activity was 1,180 units with a control of 64 units. 
There was loculation of this fluid in the lesser 
peritoneal cavity containing approximately 50 cc. of 
fluid. There was a very small laceration near the tail 
of the pancreas along its inferior margin. No other 
injury to an organ was encountered. The peritoneal 
cavity was lavaged with saline and drains placed to 
the region of the pancreas and brought out through 
separate stab wounds. 


The patient was afebrile on the first postoperative 
day, with the return of normal bowel function on the 
second postopeartive day. His course was uncompli- 
cated thereafter. There was no evidence of pseudocyst 
formation. Three months postoperatively the child 
was asymptomatic. 


Discussion 


Three of the cases presented were definitely 
complicated by intraperitoneal accumulation 
of pancreatic secretions proven by observation 
at operation or by the demonstration of high 
amylase activity of the intraperitoneal fluid. 
One of the patients who had had a gastrecto- 
my was believed to have suffered this compli- 
cation on the basis of the clinical course with 
an elevated serum amylase on the sixth post- 
operative day, although it is possible that this 
patient suffered a true pancreatitis. We be- 
lieve that it is important to differentiate this 
syndrome from cases of parenchymal pancre- 
atic inflammation, not only from the stand- 
point of nosology but also from a clinical 
standpoint, since the three cases rid of the 
enzymes by lavage and/or drainage, showed 
prompt clinical improvement. From experi- 
ence with the two traumatic cases reported, it 
is apparent that relatively minor injuries to 
the pancreatic parenchyma can result in 
extravasation of large amounts of pancreatic 
secretions into the peritoneal cavity. Acti- 
vation of the proteolytic enzymes probably 
has a great deal to do with the severity of 
intraperitoneal reaction, since the patient who 
had had the blunt abdominal trauma did not 
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appear particularly ill, although the process 
had gone on at least 4 days, and possibly ten. 
Following gastric surgery immediate activation 
is to be expected, due to the release of some 
amounts of succus entericus. The presence of 
the secretions produces a local irritant effect 
with ileus, and interferes with the early phase 
of wound healing. The systemic toxic effects 
due to absorption of the enzymes from the 
peritoneal cavity are poorly understood, as in 
the case of parenchymal pancreatic inflam- 
mation. Intraperitoneal fluid and loss of 
colloids occur as in other forms of peritonitis. 
Adequate replacement is indicated in the 
management of the patient. Hypocalcemic 
symptoms were not evident in any of these 
cases, but this complication might be ex- 
pected depending upon the amount of fat 
necrosis. 


Summary 


A summary of 4 cases is presented in which 
intraperitoneal accumulation of pancreatic 
the secretions produces a local irritant effect 
encountered clinically more often following 
gastric surgery, and this complication should 
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be suspected if the patient does poorly in the 
immediate postoperative period with ileus, 
high fever, and a toxic appearance. 

The diagnosis can be substantiated either 
by determination of serum amylase levels or 
high amylase activity of fluid obtained by 
paracentesis. The rapid improvement of 
three of the patients following riddance of 
the peritoneal cavity of pancreatic secretion 
by irrigation and drainage supports this 
method of treatment rather than the con- 
servative measures employed in cases of 
parenchymal pancreatitis. 

The terms “traumatic pancreatitis” and 
“postgastrectomy pancreatitis” should be re- 
placed by the term “enzymatic peritonitis.” 

It would appear that whenever it is neces- 
sary to dissect a peptic ulcer from the pancre- 
atic parenchymatous tissue, adequate drainage 
should be instituted at the time of operation. 


2 Medical Court (J.D.A.) 
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‘Treatment of Perforated Ulcer 


ROBERT L. BRADLEY, M.D.,t Huntington, W. Va. 


The author reviews a controversial subject and substantiates his conclusions 
with his own experiences in the simple closure of the perforation. 


‘THE TREATMENT PENDULUM has described no 
greater arc than in the care of perforated 
peptic ulcer. During the past decade we have 
gone from a strict medical regimen with 
gastric suction to radical gastrectomy at the 
time of perforation. There has been a meas- 
ure of success with all methods of therapy but 
the extreme types are appropriate only in 
selected cases. When one tries to broaden 
their applicability the mortality and mor- 
bidity rates rise. Only the time-honored 
method of omental graft suffices in all cases. 
However, there remain advocates of strict 
medical treatment as well as of primary 
gastrectomy. 

Keetly, in 1902, performed the first gas- 
trectomy for a perforated ulcer. Von Haberer, 
Finsterer and Yudin were other early pro- 
ponents. This procedure gained its greatest 
popularity in the decade since 1945 with 
numerous advocates. The rationale is to cure 
the patient’s ulcer with one definitive surgical 
procedure. The drawback to this is the need 
for a strict selectivity of patients to keep an 
acceptable mortality rate. Further, proper 
preoperative preparation and evaluation can- 
not be carried out and a formidable surgical 
procedure is performed in the presence of a 
known peritonitis. Some 35 to 50% of the 
patients, after recovery from perforation, have 
little or no further symptoms of ulcer on a 
proper medical regimen. 

Medical treatment of acute perforation was 
reported in 1945 by Bedford-Turner.! Seeley? 
was a chief proponent in this country. The 
danger with this procedure is that some ulcers 
never wall off with gastric suction and there 
is a possibility of a second perforation after 
sealing off in other instances. There is always 
the question of food being spilled into the 
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peritoneal cavity with abscess formation un- 
less it is aspirated surgically. 

Seventy-six patients with perforated ulcers 
were treated surgically on my service over 
the past 12 years. Of these, 60 had adequate 
follow-up and are analyzed for this paper. 
In addition, 2 patients were treated by a 
strict medical regimen. There were 2 deaths 
in the surgically treated group and both of 
the medically treated patients expired. The 
2 patients treated medically were treated in 
this manner because the perforations were 
old, and it was believed both had sealed over. 

The average age of the patients was 39.9 
years, the extremes being 20 and 74. The 
group with duodenal ulcer averaged 38.8 
years of age while those with gastric ulcer 
averaged 45.2. Eleven of the patients had 
gastric ulcers, or 18.3%; 48 had duodenal 
ulcers, 80%, and one had a _ perforated 
marginal ulcer or 1.6 per cent. Twenty-three 
or 38% of the patients had a subsequent 
gastrectomy. Five patients or 4.1% had had 
previous perforations. Three of these had 
later gastrectomies and 2 refused gastrectomy 
and have remained asymptomatic on medical 
management to date. One patient had a pri- 
mary gastrectomy. He had a diagnosis of 
duodenal ulcer with obstruction and was 
hospitalized for gastrectomy when he perfo- 
rated. 

Free air was seen on the plain film of the 
abdomen in 40 of the patients or 68.9 per 
cent. In 2 patients no x-ray films were taken. 
Fifteen patients or 25% had a white blood 
cell count of 10,000 or under. Two patients 
had counts of 2,075 and 2,150 respectively. 
The former patient was one of the surgical 
deaths. The other patient ending in surgical 
death had a white blood cell count of 8,700. 
Thirty patients or 60% had a leukocytosis of 
above 15,000 and 14 or 23% above 20,000. 
The highest count was 31,500. 
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Symptoms compatible with duodenal and 
gastric ulcer previous to perforation were re- 
corded in 44 patients or 73 per cent. Twenty 
of these patients had a positive diagnosis of 
duodenal or gastric ulcer. Sixteen patients 
gave no history of symptoms of an ulcer type. 
Twenty-four, or 40% of the patients, had 
perforations that were 12 hours old or older. 

Gastric analysis showed wide variations 
both with the Ewald test meal and with 
histamine stimulation. It was concluded that 
only total secretion of acid was significant 
and that the values obtained by test meals or 
histamine stimulation were, at best, only 
rough guides. 

There were 2 deaths in the operative series 
with a mortality rate for the 76 patients of 
2.6 per cent. Following are brief case reports 
of the 2 operative deaths and the 2 medical 
deaths. 


Case Reports 


Case 1. A 25 year old white man was admitted to 
the hospital with a history of sudden onset of severe 
abdominal distress 24 hours prior to admission. His 
local physician made a diagnosis of perforated peptic 
ulcer and the patient was transferred 50 miles by 
ambulance to this hospital. 

Physical examination revealed a_ well-developed, 
acutely ill, man. His P. was 160, B.P. 90/40 and T. 
96° F. There was a loud friction rub over the lower 
one half of the left chest anteriorly and laterally. 
The abdomen was moderately distended, tender and 
board-like. Bowel sounds were absent. An x-ray film 
revealed free air under both diaphragms. The WBC. 
count was 8,700 with neutrophils 89 per cent. The 
RBC. count was 7,550,000, and the hematocrit 55. On 
the second hospital day the N.P.N. was 187, and on 
the fourth day 300 mg. per 100 ml. 


On admission to the hospital gastric suction was 
instituted. The patient was given one unit of dextran 
and 500 cc. of whole blood. The blood pressure 
stabilized at approximately 110 after this. Under 
local anesthesia the patient’s perforation of the 
duodenum on the anterior surface was closed with an 
omental tab sutured in place. Approximately 3,000 to 
4,000 cc. of yellowish-green fluid were aspirated from 
the peritoneal cavity. The patient’s blood pressure 
remained stable thereafter. After operation he had 
no output of urine and was maintained on intravenous 
fluids. The patient’s bowel sounds returned on the 
4th postoperative day. 

However, he remained anuric and expired 7 days 
after perforation. Autopsy revealed lower nephron 
nephrosis and generalized purulent peritonitis. 


Case 2. The patient was 47 years of age and gave 
a history of perforation of a duodenal ulcer ap- 
proximately 16 hours prior to admission. 


Physical examination revealed an acutely ill white 
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man who was cyanotic, cold and clammy. His T. was 
101° F. He was in profound shock with blood 
pressure unobtainable and a barely perceptible pulse. 
The abdomen was board-like and tender throughout. 
The peripheral vessels were in collapse. The WBC. 
count was 2,075, 49% neutrophils and 51% lympho- 
cytes. The hematocrit was 50. There was free air 
beneath both diaphragms. 

Gastric suction was immediately instituted, anti- 
biotics were started and the patient was given 600 
cc. of dextran and 500 cc. of whole blood. The B.P. 
rose to 112/70. He was then taken to the operating 
room where a perforation of the duodenum was 
closed with an omental graft sutured in place. Ap- 
proximately 4,000 cc. of fluid was aspirated from his 
peritoneal cavity. The ulcer was gastric, approxi- 
mately 1 cm. in diameter and was wide open. Post- 
operatively the patient’s blood pressure could not be 
maintained and he was placed on_levarterenol 
(Levophed). At no time after operation did he put 
out any urine. His condition remained critical. An 
attempt was made to correct his blood volume loss 
with blood and saline solution as rapidly as possible; 
however, the patient expired 24 hours after operation. 

Autopsy revealed the cause of death to be an acute 
fibrinopurulent peritonitis due to a perforated gastric 
ulcer. 

Case 3. The patient was 41 years of age and gave 
a history compatible with perforation of an ulcer 8 
days prior to admission. 

Physical examination revealed a poorly nourished, 
critically ill, white man whose T. was 101.4° F. There 
were inspiratory and expiratory rales throughout both 
lung fields. His B.P. was 130/80. The abdomen was 
moderately distended and tense; it was tender and 
there were no bowel sounds. The WBC. count was 
18,050 with 90% neutrophils. The Hgb. was 17 Gm. 
There was free air beneath both diaphragms. 


Since perforation had been present for approxi- 
mately one week, he was put on strict medical man- 
agement. A gastric tube was used for constant suction, 
and the patient was given supportive therapy in the 
way of antibiotics and parenteral fluids. He received 
3 units of whole blood. His condition deteriorated 
and he expired on his 7th hospital day. Cause of 
death was perforated duodenal ulcer with peritonitis. 

Case 4. This patient was a 62 year old white man 
who was admitted to the hospital with a history of 
severe epigastric pain and nausea and vomiting that 
had begun suddenly 3 days prior to admission. 

Physical examination revealed an emaciated, acutely 
ill, white man, with a T. of 98° F. The abdomen was 
soft and occasional bowel sounds were present. His 
B.P. was 120/80 and his P. 104. X-ray examination 
of the abdomen revealed free air under the left 
diaphragm. The WBC. count was 4,700 with 76% 
polys. The RBC. count was 6,150,000. Urinalysis 
showed 4 plus albumin and many red blood cells. 

Because of the duration of the patient’s perforation, 
he was treated conservatively with gastric suction, 
parenteral fluids and antibiotics. He obtained imme- 
diate relief of his pain after suction was instituted. 
The patient’s abdominal distention increased grad- 
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ually. During this period his bowels moved several 
times. On the 6th hospital day the patient suddenly 
went into profound shock with no pulse or blood 
pressure demonstrable, and had excruciating pain. 
The blood pressure responded to whole blood; how- 
ever, he was anuric after this and expired the fol- 
lowing day. 

Autopsy revealed that the patient had a massive 
amount of fluid in the peritoneal cavity. The bowel 
was not distended, but was contracted. Examination 
of the stomach and duodenum revealed a large 
duodenal ulcer which had incompletely walled off 
against the liver. There was a purulent peritonitis. 


Summary 


The main argument against simple closure 
offered by the group who favor primary 
gastrectomy is that the procedure in no way 
alters the course of the patient’s disease. This 
is fallacious in that with the closure of the 
perforation one desires merely to correct a 
complication, so medical management or 
definitive surgery can be carried out later 
and under ideal circumstances. In this series 
60.3% of the patients have not had, or have 
not required further definitive surgery and 
have been controlled on medical manage- 
ment. Admittedly some are not well con- 
trolled. 
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Significant factors against medical manage- 
ment of perforated ulcer are the danger of 
the lesion not walling off with gastric suction, 
and the danger of subsequent perforation 
after an initial sealing off. The possibility of 
abscess from spillage of food at the time of 
perforation is ever present. Medical treat- 
ment of acute perforation is only to be con- 
demned. 


Primary gastrectomy must be viewed with 
reservation. The need for extreme selectivity 
for suitable patients limits its over-all use- 
fulness in a common surgical problem that 
can be handled well by a simple surgical 
procedure within the ability of all surgeons. 

In conclusion, closure of a perforated ulcer 
with an omental graft sutured over the perfo- 
ration is the treatment of choice. It is a 
simple procedure that carries a minimal mor- 
tality rate and can be accomplished with 
anesthesia suitable to any patient. It is ap- 
plicable for all patients, with any type of 
perforation, new or old. 
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Evaluation of Intramedullary Fixation 
of the ‘Tibia with the Lottes Nail’ 


LOUI G. BAYNE, M.D., HARRY MORRIS, M.D., and 
JACK WICKSTROM, M.D., New Orleans, La. 


The authors evaluate their results with the use of the intramedullary nail 
in the treatment of fractures of the middle third of the tibia. 


THE USE OF INTRAMEDULLARY FIXATION for 
fractures of the shaft of the femur has proven 
to be very satisfactory. The shape and length 
of the medullary canal of the femur lends 
itself well to this type of fixation.!* The tibia, 
because of its broad proximal and distal 
medullary cavity, and narrow middle section 
presents an entirely different problem. The 
Lottes nail? is a three-flange nail of 18-8 
SMO stainless steel which is bent at the distal 
and proximal end so that when inserted, the 
concavity of the nail is anterior. This gives 
three-point fixation and is designed to stabi- 
lize fractures of the tibial shaft occurring in 
the middle third of the tibia. The nail has 
been found satisfactory for intramedullary 
fixation and offers such advantages as: (1) 
good fixation, without excessive stripping of 
the periostium;! (2) the fracture can be se- 
curely fixed without having to open the frac- 
ture site in most cases;3 (3) early ambulation, 
decreased hospitalization, and less depend- 
ability on other members of the family;1-11 (4) 
it employs the principle of compression of 
the fractured bone ends which most believe 
aid in fracture healing;#*1° (5) a compound 
fracture can be internally fixed without en- 
largement of the wound or gunshot injuries;® 
and (6) the procedure can be done with rela- 
tive ease, necessitating the aid of a scrub nurse 


only.3 
Selection of Cases 


This study was begun in 1954, at Charity 
Hospital of Louisiana, at New Orleans on 
the Tulane Orthopaedic Service. The cases 
were selected from patients admitted to the 
Tulane and Louisiana State University Or- 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 


thopaedic Services for hospitalization for 
fractures of the tibia. All fractures which 
could be treated by closed reduction and 
immobilization by plaster were excluded. This 
eliminated a great many simple fractures 
with minimal trauma and _ displacement 
which, if included, would have lowered the 
average time for union in the series. 

Fractures of the middle third of the tibia 
and proximal portion of the distal third, not 
extending below three inches from the ankle 
joint were considered suitable for nailing. 
Comminuted, transverse, segmental, and short 
oblique fractures were included. Spiral or long 
oblique fractures were treated by open re- 
duction and screw fixation. Compound frac- 
tures in this region were evaluated as to their 
severity and degree of comminution. Frac- 
tures with a minimal degree of compounding 
and moderate trauma, fitting the above 
criteria, were nailed as the primary treat- 
ment. In those with more severe trauma the 
wound was debrided and the extremity placed 
in traction until wound healing occurred and 
then the tibia was nailed. Fractures with 
marked swelling and tissue trauma were like- 
wise treated in traction for several days prior 
to nailing. Patients with multiple injuries and 
other associated fractures were placed in trac- 
tion until their general condition became 
stabilized and were considered a good sur- 
gical risk. Segmental fractures were treated 
in the same manner as severely damaged frac- 
tures. Fractures that were delayed for three 
or more weeks were grafted with chips from 
the ilium. Several fractures which had been 
treated by other methods and had come to 
nonunion were included in this series. They 
were nailed by the open method and grafted 
with chips from the ilium. 
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Technic Used 


The technic used for intramedullary nail- 
ing is the one described by Lottes.'* For fresh 
fractures a fracture table is used. The patient 
is placed in the supine position, with the 
ankle secured in the foot traction apparatus. 
The thigh is supported by means of a sling 
under the femur near the knee to an over- 
head frame. A 2 to 4 inch stockinette is used 
for a sling behind the knee and when trac- 
tion is applied will act as a tourniquet. The 
hip is flexed to about 50 degrees and the 
knee to 90 degrees. Traction is applied to the 
foot piece or sling and the subcutaneous 
tibial border is palpated and manipulated 
until satisfactory reduction is obtained. A 
longitudinal incision is started about one 
finger’s breadth medial to the midportion of 
the tibial tubercle and carried proximally 
about one and one-half inches. The incision 
is carried down to bone in its distal one inch 
with the upper half inch through skin and 
subcutaneous tissue only. This is done so the 
knee joint is not entered. A_three-eighths 
inch drill is used to make a hole in the 
proximal tibia one finger’s breadth medial to 
the tibial tubercle. The drill is started per- 
pendicular to the bone until it gets a foot- 
hold, then it is flattened out against the knee, 
using a flat metal shield to protect the skin, 
and aimed for the junction of the middle and 
distal third of the crest of the tibia. This en- 
ables the hole to be drilled almost parallel to 
the long axis of the shaft. The length of the 
nail is determined by measuring from a point 
just medial to the midpoint of the tibial 
tubercle to the tip of the medial malleolus. 
A nail of proper length is selected and the 
tip is inserted in the hole prepared in the 
proximal tibia. The nail is then pushed hard 
against the knee to displace the point for- 
ward and the nail, with the concave flange 
pointing toward the crest of the tibia at the 
junction of the middle and distal third, is 
driven down to the level of the fracture site. 
The progress of the nail can be checked by 
comparing it with a nail of similar length. 
The distal fragment of the fracture is then 
displaced slightly posterior and held by the 
operator while the assistant hammers the nail 
across the fracture site. X-ray exposures are 
then made to check the position and length 
of nail. If the length has been misjudged an 
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TABLE 1 
VITAL STATISTICS 

Total number of cases 40 

Total number of fractures 41 
Average age 39 yrs. 
Youngest 17 vrs, 
Oldest 84 yrs. 

Race White 12 

Colored 28 

Sex Male 21 

Female 19 


extension can be placed on the proximal end. 
The wound is closed in layers. 

In nonunion and delayed union, in cases 
where the plan is to open the site of a frac- 
ture a regular operating room table can be 
used and the foot end draped so the knee 
can be flexed 90 degrees and the nail in- 
serted. Both of the above methods were used 
in the cases recorded here. “The procedure 
is relatively easy after one is able to overcome 
two or three difficulties, which occur when 
the first few nailings are done.”! These are: 

(1) The cutting of a slanting hole of suf- 
ficient size (three-eighths inch) through the 
anterior cortex of the tibia to permit the nail 
to be inserted at a very acute angle. 

(2) Starting the nail with the tip aimed 
at the crest of the tibia at the junction of the 
middle and lower third and with the flange 
on the concave side in the same plane as the 
tibial crest in this region. This permits easy 
passage of the nail through the narrowest 
portion of the medullary canal. 

(3) Depressing the midportion of the nail 
against the knee with the palm of the hand, 
after the nail has been inserted in the pre- 
viously drilled hole. This tends to prevent the 
nail from cutting out through the posterior 
cortex where the lip strikes the region.! 


TABLE 2 
TYPE AND LOCATION OF FRACTURES 


Open 
Closed 28 
Comminuted 
Oblique 10 
Segmental 4 
Transverse ll 
Middle third 37 
Lower third 4 
Upper third 3 
Right tibia 21 
Left tibia 20 
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TABLE 3 
Number of Number Not Number Un- Number De- Number In- 
Cases Stable united layed union fection 

Patients nailed open 19 vi 0 3 1 
Patients nailed closed 20 2 0 0 1 
Open fractures Il 4 0 0 
Closed fractures 28 5 0 3 2 
Nonunion 4 3 0 1 
Total number of cases 39 9 0 3 2 


The Lottes nails afford good fixation in 
most fractures, except in the severely com- 
minuted fractures and fractures with large 
butterfly fragments. In these cases supplemen- 
tary fixation was used. Prevention of rotation 
of the site of fracture was controlled by ap- 
plying a toe to groin plaster cast postoper- 
atively. This cast was left on for two weeks 
when it was removed and the sutures were 
taken out. A second long-leg cast was then 
applied. If the fracture was stable a walker 
was placed on the cast. The patient was 
started on full weight-bearing in the cast and 
straight-leg exercise. Severely comminuted 
fractures and unstable fractures were kept 
from weight-bearing until early callus was 
noted by x-ray examination, and then the 
patients were begun on ambulation. The casts 
were removed at 6 to 8 weeks, and if callus 
was present and the tibia felt stable clinically 
the cast was left off and the patients were 
ambulated. Patients were instructed in quad- 
building exercises and instructed to limber 
up the ankle and knee. Only the patients in 
whom nailing was used because of nonunion, 
or those who were kept in plaster overly long 
due to some complication, had any residual 
knee or ankle disability. 


Clinical Study 


This series includes 40 patients and 41 
fractures of the tibia. Two patients were lost 
to follow-up. Twenty-eight were colored and 
12 were white; 21 were males and 19 females. 
The oldest patient was 84 years of age and 
the youngest, 17 years (Table 1). Table 2 
shows the type and distribution of the frac- 
tures. Most of the fractures were closed, 72%; 


TABLE 4 
Average time between injury and nailing 12.3 das. 
Average time in hospital after nailing 19 das. 
Average time before weight-bearing in plaster 5.9 wks. 
Average time before weight-bearing without plaster 18.6 wks. 
Average time from nailing to union 24.4 wks. 


14 were comminuted, 10 oblique, 11 trans- 
verse and 4 segmental. These included 4 cases 
of nonunion treated by other methods. Ninety- 
four per cent of the fractures were in the 
middle third of the tibia. The 3 that were in 
the upper third of the tibia were segmental 
fractures. Fractures were as common in the 
left tibia as the right. Table 3 breaks down 
the cases as to the technic of nailing, either 
blind or open, and as to open or closed frac- 
tures. Of the 39 patients treated, 9 were 
classified as unstable after nailing, most often 
in rotation,—these were largely in commi- 
nuted fractures and the ones nailed by the 
open technic. In all 39 cases union took place. 
There were 3 delayed unions and 2 infections. 


The cases classified as delayed union were 
the following. (1) A colored man (C. S.) with 
a severely comminuted fracture in which an 
open reduction was done and required sup- 
plemental fixation. Later it required grafting 
again and removal of the supplemental fixa- 
tion. He also had two other associated frac- 
tures, a subtrochanteric fracture of the femur 
and a nondisplaced acetabular fracture as 
well as a fracture of the medial malleolus in 
the opposite extremity. The patient was not 
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permitted to bear weight for 5 months be- 
cause of these complications and this may 
have been a big factor in the nonunion. (2) 
The second case involved the only serious 
infection in the series. This patient (H. P.) 
had a closed fracture that was nailed by 
open reduction and iliac chips packed around 
the fracture site. The site of the fracture 
drained postoperatively and subsequently 
came to sequestrectomy after union (76 
weeks). The nail was removed and the frac- 
ture site grafted. (3) The third case (B. G.) 
had a nonunion of the distal third of the 
tibia which was nailed in open reduction 
and grafted. Early union was noted on the 
last follow-up visit at 24 weeks. 


There were 2 cases in which infection de- 
veloped, one of these was described above; 
the patient’s x-ray findings are shown in 
figure 8.4 In the second case (L. M.) a closed 
segmental fracture was nailed as a closed pro- 
cedure. This was technically difficult and 
postoperatively drainage around the site of 
the incision was present. This healed satisfac- 
torily in 10 days on antibiotics, and the 
patient has been asymptomatic since. 

The average number of days between in- 
jury and nailing was 12.3 days. The average 
number of days the patient was required to 
stay in the hospital postoperatively was 19 
(Table 4). This was high, but included in this 
average were numerous patients with multiple 
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FIG. 3 


AVERAGE No. OF WEEKS ELAPSED PRIOR TO FULL WEIGHT 
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injuries. In the patients with only minimal 
trauma the average hospital stay was 14.8 
days (Fig. 1). Patients with multiple frac- 
tures had an average stay of 40.1 days, and 
those with open and comminuted fractures 
had a longer confinement, as wouid be ex- 
pected. 

The average number of weeks prior to full 
weight-bearing in a plaster cast was 5.9 weeks. 
Patients with minimal trauma had an average 
of 3.7 weeks against 8.5 weeks for those with 
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multiple injuries. The patients with trans- 
verse fractures walked on the average of 2 
to 3 weeks sooner than patients with oblique 
and comminuted fractures. There was little 
difference in time of onset of ambulation 
with respect to closed or open fractures, how- 
ever, patients who had open reductions walked 
on the average of 3 weeks sooner than those 
with “blind” nailings. These figures can be 
seen in figure 2. 


The average number of weeks that elapsed 
prior to full weight-bearing out of plaster 
was 18.6 weeks. Here again the patients with 
minimal trauma were allowed out of plaster 
on the average of 2 weeks earlier than the 
over-all average, those with moderate trauma 
or multiple associated fractures. The patients 
with closed nailings were full weight-bearing, 
out of plaster, on the average of 6 weeks 
ahead of the patient with open fractures. 
Here we have to consider that most of the 
fractures that were considered unstable were 
in the category of open nailing. There was 
little difference between transverse and ob- 
lique fractures, but the comminuted and 
segmental fractures required more time in 
plaster (Fig. 3). 


In figure 4 it can be seen that the average 
time required for union was 21 weeks. Here 
the amount of trauma has little effect on the 
average time of union. The patients with 
multiple fractures have approximately the 
same healing time as those with minimal 
trauma. The type of nailing, whether open 
or closed, matters very little. Those treated 
by the open method have an average time 
of union of 20.5 weeks and those nailed by 
the closed technic have an average healing 
time of 21 weeks. The same is true for the 
type of fracture. The transverse, oblique, 
comminuted, and segmental all heal in ap- 
proximately the same length of time. (It is 
interesting to note that the closed fractures 
required on the average of 20.5 weeks to heal 
as compared to 21 weeks for the open frac- 
tures.) 


Complications and Errors in Technics 


Figures 5 thru 11 are examples of the va- 
rious types of fractures nailed in this series. 
In figure 12 is shown findings in the infected 
case mentioned above. This was the only 
case in which a serious complication was en- 
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FIG. 6 


countered in the entire series. Figure 13 
shows an example of placing the nail outside 
the posterior cortex. Here a fracture in the 
proximal fragment was not recognized prior 
to operation. The nailing was done by the 
closed method and the position of the nail 
was not recognized until radiographs were 
made postoperatively. The patient had an 
extremely obese leg and the deformity was 
not apparent. This error can be eliminated 
by pressing hard with the butt of the hand 
on the concave surface of the nail forcing it 
against the knee when driving in the nail. 
Figure 14 shows the fracture site to be dis- 
tracted after insertion of the nail. This can 
be corrected by hammering the heel with the 
butt of the hand impacting the fracture. Fig- 
ure 14, C, gives the impression that the nail 
had been driven across the joint, which can 
occur, but the lateral views show it in the 
anterior lip of the tibia. Radiographs made 
in two planes are necessary to establish the 
position of the nail. If recurvatum occurs at 
the site of the fracture after nailing, it can 
be corrected either at the time of operation 
or by manipulation at two weeks at the time 
the cast is changed. Driving the nail posterior 
to the distal fragment is another complication 


that can be eliminated by displacing the distal 
fragment posteriorly when nailing. 


Discussion 


The number of cases are not sufficient to 
draw definite conclusions, but are sufficient 
to establish a trend. It was interesting to note 
that patients who had sustained a consider- 
able amount of trauma were in the hospital 
longer, longer before weight-bearing in plas- 
ter, and longer before weight-bearing without 
plaster, but united their fractures in about 
the same time as the less traumatized pa- 
tients. In larger series it has been shown that 
the severity of trauma has increased the time 
of union by several months.® 

Whether the fracture is nailed as an open 
or closed operation has little effect on the 
number of days in the hospital. The patients 
with open nailings were mobilized faster in 
plaster, but were slower in ambulating with- 
out plaster than those with closed nailings. 
There was very little difference in the time 
required for union. As a general policy pa- 
tients were kept on the ward until they were 
afebrile one week and no complications had 
occurred. The rapidity with which the pa- 
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FIG. 7 


tients are discharged varies from one resident 
to the next and I am sure many of the pa- 
tients who had closed nailings could have 
been discharged much sooner. 

Patients with oblique and transverse frac- 
tures were out of the hospital sooner, and 
were allowed to bear weight in and out of 
plaster earlier than those with comminuted 
and segmental fractures. However, there was 
little difference in the time of union. 

There seems to be no significant difference 
as to which technic was used for nailing the 
fractures insofar as weight-bearing and union 
of fractures were concerned. The one serious 
infection that occurred was after an open 
nailing procedure with an iliac bone graft. 
There were no difficulties with closed 
nailings. 

The average time for union in all cases 
nailed was 5 months. This is about the same 
figure reported by Lottes* in his comparative 
study in 1952. He found that the average 
time for full weight-bearing, without a cast, 
in closed reductions was 7.2 months in simple 
fractures and 10 months in compound frac- 
tures. Fractures treated by fixation with a 
plate required 10 months for union and 
those treated by intramedullary fixation re- 
quired 5 months. Twenty-one weeks is con- 
sidered a long time for union by some, how- 
ever, it must be remembered that the frac- 
tures treated in this series include more pa- 
tients with moderate to severe trauma to the 
extremity. 


There were very few patients with any 
residual disability of the knee or ankle, and 
those that did occur were in patients who 
had been immobilized in plaster for a long 
period because of nonunion prior to treat- 
ment with the Lottes nail or those who de- 
veloped infection or delayed union. 


Case Reports 


An 85 year old white man, who was struck by an 
auto, sustained a compound fracture of the left tibia 
on April 6, 1955. Originally treatment was immobili- 
zation by cast. Angulation occurred in the cast after 
a psychotic episode. The fracture was nailed by the 
blind method on May 7. He was weight-bearing in a 
cast with walker at 2 weeks and full weight-bearing 
was permitted at 11 weeks without cast. Union both 
clinically and by x-ray was present at 20 weeks, with- 
out restriction of knee or ankle motion. The nail 
has been left in, Nov. 26, 1956 (Fig. 5). 
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A 52 year old negress sustained a closed fracture 
of the right tibia in a fall on Aug. 5, 1954. She was 
placed in traction and the fracture nailed on Septem- 
ber 11 by the blind method. She was full weight- 
bearing in a cast with walker at 17 days. She was at 
full weight-bearing without a cast at 9 weeks and 
union both clinically and by x-ray was complete at 
17 weeks. She had no limitation of motion of the 
knee or ankle, and refused to have the nail re- 
moved (Fig. 6). 


A 28 year old colored man was struck by an auto 
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FIG. 9 


on April 3, 1954, sustainiig a compound fracture of 
the left tibia and fibula, compound subtrochanteric 
fracture of the left femur, trimaleolar fracture of the 
tight ankle and fracture of the right acetabulum 
without displacement. The hip was nailed after ad- 
mission. The fractured extremity was placed in a 
cast and the left tibia was nailed on May 25, 1954. 
Due to marked comminution, wire loops were used 
to hold the comminuted fragments and the bone 
graft. Weight-bearing was delayed 5 months because 
of the fractured hip. A graft was again applied on 


FIG. 10 
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FIG. 11 


May 23, 1956, because of delayed union; it united by 
Nov. 8, 1956. Patient had limitation of flexion of the 
knee 175°, and 90° and ankle motion. Now he is 
back at work (Fig. 7). 

A 23 year old white man had a closed segmental 
fracture of the right tibia. It was nailed 10 days later 
and he was discharged from the hospital 8 days after 
nailing in a cast and was begun on full weight-bearing 


FIG. 12, A-C 
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at 614 weeks. He was at full weight-bearing and out 
of plaster at 18 weeks. Union both clinically and by 
X-ray was present at 18 weeks. There was no limi- 
tation of knee or ankle motion (Fig. 8). 

A 22 year old negress was struck by an auto on July 
1, 1956, and sustained a closed comminuted segmental 
fracture of the right tibia, and a compound fracture 
of the left tibia as well as dislocation of the elbow. 
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FIG. 12, D and E 


The wound was debrided and traction was applied on 
July 11. The right tibia was nailed. Weight-bearing 
was delayed because of the other injuries. She was in 
a cast for 16 weeks; began full weight-bearing with 
the cast at 28 weeks. Union both clinically and by 
X-ray was present at 16 weeks. She was last seen at 
44 weeks with no limitation of motion at the ankle 
or foot (Fig. 9). 

A 26 year old white woman had an open fracture 
of the left tibia in an auto accident in June 1953. 
Debridement and screw fixation were done. Infection 
occurred with drainage and it progressed to nonunion. 
The screws were removed and sequestrectomy done. 
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After healing (14 months after injury) nailing was 
done on Aug. 14, 1954, by the open method and graft 
applied. She was F. W. B. Fifteen days after nail- 
ing she was in a cast with walker. The cast was re- 
moved at 14 weeks and she was begun on full weight- 
bearing. Union was shown both clinically and by x-ray 
at 14 weeks (Fig. 10). 

A 22 year old white man was admitted on May 5, 
1956, with an open comminuted fracture of the right 
tibia. The wound was debrided, placed in traction 
and then plaster was applied to the fracture. There 
were no signs of union by Nov. 30, 1956, and nailing 
by the open method was done and bone graft applied. 
The leg was placed in a cast and he began walking 
with the cast and walker in 9 weeks. Full weight- 
bearing with cast was at 26 weeks; union, both 
clinically and by x-ray, was present at 26 weeks. 
Residual range of motion in knee and ankle is slight 
(Fig. 11). 

A 17 year old colored boy sustained a_ closed 
comminuted fracture of the left tibia on Sept. 14, 
1953, while playing football. It was nailed by open 
method on Sept. 21, 1955, and an iliac graft placed 
around the site of the fracture. He was discharged 9 
days later, but on return to the clinic at the end of 
two weeks there was drainage from the fracture site. 
The wound was drained and the patient placed on 
proper antibiotics. Drainage continued and_ seques- 
trectomies were performed on April 11, 1956. The 
bone united posteriorly and the nail was removed. A 
sequestrectomy was repeated, leaving only a narrow 
bridge of bone posteriorly. After 3 months and com- 
plete wound healing, a graft was applied to the de- 
fect (Figs. 12, A-E). 

A 54 year old white woman sustained an open 
comminuted fracture of the right tibia. The fracture 
was debrided and nailed on the day of admission. 
X-ray views “made postoperatively revealed fracture 
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through the posterior cortex of the proximal fragment 
with the nail protruding through the fracture. A cast 
was applied and when the wound had healed the frac- 
ture was nailed again, using two Parkam band plus 
an iliac bone graft. She was kept non-weight-bearing 
for 19 weeks in a cast and then in a cast with walker 
until 24 weeks, when the fracture was united by 
clinical and x-ray findings (Fig. 13). 

A 45 vear old white woman had a closed com- 
minuted fracture (Fig. 14, A) which was nailed by the 
blind technic. Distraction is present in the nailing 
films, which was corrected by hammering on the 
heel with the butt of the hand. She was weight- 
bearing in a cast with a walker at 16 days, out of 
plaster and weight-bearing in 9 weeks and united in 
24 weeks (Fig. 14, B). 

A 53 year old negress had an open comminuted 
fracture that was nailed by the open technic. In 
the AP projection the nail appears to be extending 
into the ankle joint; the lateral film shows the nail 
to be in the anterior lip of the distal tibia. She was 
weight-bearing in a cast with walker in 13 days and 
with plaster in 20 weeks, and united at 20 weeks 
(Fig. 14, C). 


Conclusion 


(1) Intramedullary fixation is a safe and 
relatively easy way of treating fractures of the 
middle third of tibia. 

(2) With transverse and short oblique 
fractures the patient can be ambulated sooner 
than when treated by other methods. 


(3) Intramedullary fixation offers no par- 
ticular advantage in the treatment of com- 
minuted fractures, but does aid in the sub- 
sequent rapidity of healing and mobilization 
in segmental fractures. 

(4) Intramedullary fixation is a useful aid 
in the treatment of nonunion. 

(5) The advantage of early ambulation 
decreases the disability from immobilization 
in a cast. 


FIG. 14, A and B 
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FIG. 14, C 


(6) We prefer closed reduction and immo- 
bilization in plaster provided the reduction 
is acceptable, but we do believe that intra- 
medullary fixation does serve a place in 
fractures of the middle third of the tibia 
when adequate reduction can be obtained, 


References 


1. Lottes, J. O.: Intramedullary Fixation for Fractures of 
the Shaft of the Tibia, South. M. J. 45:407, 1952. 

2. Lottes, J. O., Hill, L. J., and Key, J. A.: Clesed Re- 
duction, Plate Fixation, and Medullary Nailing of Frac- 
tures of Both Bones of the Leg, J. Bone & Joint Surg. 
34-A:86, 882, 1952. 

3. Lottes, J. O.: Blind Nailing Technique for Insertion of 
Triflange Medullary Nail, Report of 300 Nailings for 
Fracture of Shaft of Tibia, J.A.M.A. 155:1039, 1954. 

4. Charnley, J. C.: Positive Pressure in Arthrodesis of the 
Knee Joint, J. Bone & Joint Surg. 30-B:478, 1938. 

5. Eggers, G. W. N., Schindler, J. O., and Pomerat, C. M.: 
The Influence of the Contact Compression Factor on 
Osteogenesis in Surgical Fractures, J. Bone & Joint Surg. 
31-A:693, 1949. 

Ellis, H.: The Speed of Healing after Fractures of the 
Tibial Shaft, J. Bone & Joint Surg. 40-B:190, 1958. 


og 
¥ 
fom 4 
sf 
A 
: 
n. 
Tas i — 
> 
4 
* 
B 


1440 SOUTHERN MEDICAL JOURNAL 


7. Ford, L. T., Lottes, J. O., and Key, J. A.: Experimental 
Study of Effect of Pressure on Healing of Bone Grafts, 
A.M.A. Arch. Surg. 62:475, 1951. 

8. King, Thomas: Compression of Bone Ends as an Aid to 
Union in Fractures, J. Bone & Joint Surg. 39-A:1238, 
1957. 

9. Brav, E. A.: Further Evaluation of the Use of Intra- 
medullary Nailing in Treatment of Gunshot Fractures 
of the Extremities, J. Bone & Joint Surg. 39-A:513, 1957. 

10. Eggers, G. W. N.: Internal Contact Splint, J. Bone & 
Joint Surg. 30-A:40, 1948. 


11. Ellis, H.: Disabilities after Tibial Shaft Fractures, J. Bone 
& Joint Surg. 40-B:190, 1958. 


12. Key, J. A.: Arthrodesis of the Knee with a Large Central 
Autogenesis Bone Peg, South. M.J. 30:574, 1937. 
Discussion (Abstract) 


Col. Ernst Dehne, Fort Benning, Ga. Dr. Bayne 
has presented a beautiful analysis of the results he 
obtained in treating selected fractures of the shaft of 
the tibia with the Lottes nail. The advantages postu- 
lated by the author include simplicity of the method, 
relative safety from complications, and that nailing 
permits early ambulation, which he considers ad- 
vantageous for early union. It is my opinion that the 
low incidence of complications in this series is the 
result of the cautious selection of the time of operation 
practiced by Dr. Bayne, but it has been my experience 
over nearly 30 years that the rate of infection in the 
hands of average surgeons practicing open reduction 
is much higher and often leads to tragedies which may 
impair the patient’s earning capacity for many years, 
and occasionally end with amputation. 

Therefore, if complications of surgery are to be 
avoided, open reductions have to be avoided. Based 
on that premise I gave up open reductions about 15 
years ago and evolved the following method, which 
was applied to every fracture of the tibia under my 
care during the past 10 years without any exception, 
provided other injuries did not confine the patient to 
bed. In contrast to others who may prefer the basically 
conservative treatment but resort to open reduction 
when any one of a number of reasons might make it 
appear expedient, I have been determined and suc- 
cessful in making closed reductions workable for all 
cases. The method consists of a closed reduction under 
whatever anesthesia is necessary to obtain it. A near 
skin-tight cast, with the knee in extension, is applied. 
Any angulation observed in the initial control x-ray 
examination is corrected by wedging and application 
of a walker. The patient is encouraged to actively 
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lift his leg in the cast as soon as he awakes from 
anesthesia. As soon as the plaster is sufficiently set 
to permit weight-bearing he is ambulated with 
crutches. The initial instructions in gait are designed 
to produce a normal two-legged gait, the patient 
bearing full weight on the unaffected extremity and 
lightening the weight on the fractured extremity to 
the extent where he can walk without experiencing 
pain in the site of fracture. While he may be able to 
do that for only a few steps at first, he generally 
progresses rapidly to where the crutches can be dis- 
carded within 4 to 6 weeks and he can walk with full 
weight-bearing and without further restriction of his 
amount of walking. It is preferable to leave the first 
cast unchanged for the first 2 to 3 months. While 
the reductions thus obtained are not as accurate as by 
open methods, no cosmetic impairment results from 
this, provided straight alignment has been maintained 
which can be accomplished without difficulty. When 
the fracture has healed, the patient is rehospitalized 
for mobilization of his joints while in bed, and full 
function of the involved joints generally returns with- 
in one week of bed rest and exercise. In Dr. Bayne’s 
series, ambulation has been delayed for at least 5 
weeks due to the application of the Lottes nail. In 
the method I have described this delay is avoided 
and is generally rewarded by earlier healing of the 
fracture. It is true that the use of plaster and super- 
vision of the patient’s progressive activity may demand 
closer supervision than in patients treated by oper- 
ation, but the results reward the effort. In a series 
of 100 cases studied between 1950 and 1953, 94% of 
the patients returned to military duty within a period 
of 4 to 6 months after the injury, 3% of the patients 
required only 2 or 3 months for healing, but one of 
these patients fell into a hole and again fractured his 
leg. Another 3% required 7, 9, and 14 months re- 
spectively and the last two patients of that group 
required a secondary operation, consisting of oste- 
otomies of the fibula and a supportive bone graft in 
one case. This last patient was the only one whose 
joint function was not completely restored to normal. 
There was not a single case of infection in this series. 

It is a great privilege to be given an opportunity to 
discuss this excellent paper and express my strong 
preference for nonoperative treatment in fractures of 
the tibia. 
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Endometrioma of the Rectosigmoid 


GEORGE E. FARRELL, M.D., and 


JACK HUNTER, M.D.,t Webster Springs, W. Va. 


Ir HAS BEEN STATED by Sutler! that 8 to 15% 
of women have endometriosis. We are limit- 
ing our discussion largely to that percentage 
of women with endometriosis who have in- 
volvement of the colon, and particularly the 
rectosigmoid. 


Case Presentation 


E. C., a 39 year old white woman, entered the 
Webster County Memorial Hospital on Sept. 7, 1958, 
with a chief complaint of irregular menses, pain 
involving the lower abdomen and lower back as- 
sociated with vaginal discharge. The pain in the back 
and lower abdomen was quite severe. The vaginal 
discharge between periods was profuse but not hem- 
orrhagic. 

Physical examination revealed tenderness in the 
pelvic area. Combined vaginal and abdominal ex- 
amination revealed masses in each adnexa of the 
uterus. These signs and symptoms were of several 
months duration and the patient was treated con- 
servatively by known methods but without relief. 


At the time of the admission to the hospital the 
patient was incapacitated and it was thought that 
operation was indicated. Routine laboratory studies 
were normal. The diagnosis was chronic salpingitis. 

On Sept. 12, 1958, bilateral salpingectomy and 
uterine suspension were performed. During the rou- 
tine palpation of the abdominal organs, a mass ap- 
proximately 2.5 cm. in diameter was noted in the 
sigmoid colon just proximal to the peritoneal reflec- 
tion. It was firm and movable and seemed to pro- 
trude into the lumen of the bowel. The serosa of 
the bowel in this region showed a moderate amount 
of scarring and puckering. Inasmuch as the patient 
was not prepared for bowel surgery, it was thought 
better to readmit her at a later date for a resection. 
The pathologic report on the fallopian tubes was 
that of a dense inflammatory infiltration with no 
evidence of endometriosis. She recovered unevent- 
fully from the surgical procedure and was discharged 
on September 17. 

She was readmitted on Jan. 18, 1959, with an 
interval history of considerable abatement of the 
previously described symptoms. She had no history 


+From the Webster County Memorial Hospital, Webster 
Springs, W. Va. 


of constipation, diarrhea, change in bowel habits or 
rectal bleeding. There had never been a history of 
intestinal obstruction. Rectal and proctoscopic ex- 
aminations revealed no abnormalities. Two barium 
enemas demonstrated a constant area of narrowing 
of the rectosigmoid portion of the colon. The mucosa 
of the bowel was displaced and distorted but did not 
appear to be destroyed. The lesion appeared more 
likely to be an intramural extramucosal lesion, but 
a carcinoma could not definitely be ruled out (Figs. 
1 and 2). 

On January 23 the rectosigmoid and its lesion were 
resected and an end-to-end anastomosis performed. 
The tissue was submitted to Dr. S. Werthammer, 
pathologist of Huntington, who reported: “Section 
of the induration of the fragment of large intestine 
shows surprising findings. There are islands of very 
characteristic endometrium projected upon the sur- 
face and in the outer wall layers of the viscus. The 
endometrial fragments show cystic crypts and signs 
of old hemorrhages. Diagnosis: Endometriosis and 
endometrioma of large intestine.” 


The patient was discharged on February 4, and is 
working at present and is perfectly well. 


FIG. 1 


Four pressure spot films of the colon at the junction of the 
rectum and sigmoid show marked narrowing of the barium 
filled lumen in this region. 
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A spot. film of the rectosigmoid taken at a subsequent ex- 
amination. The same area is narrowed, a finding which was 
constant. 


Discussion 


This is a rather unusual instance of a 
lesion which caused considerable narrowing 
of the rectosigmoid with no referable signs 
or symptoms. We can postulate that she 
would have developed these in time as the 
dimensions of the endometrioma increased. 


An endometrioma is a cystic or solid mass 
composed of columnar epithelium, uterine 
glands, stroma and occasionally smooth mus- 
cle. The epithelium and glands respond to 
estrogen and progesterone in the same fash- 
ion as does the uterine mucosa. The pro- 
liferative and secretory stages are similar to 
those of the normal uterine cycle. When the 
menstrual phase occurs, the glands enlarge 
and form cystic areas filled with retained 
blood and secretions. This produces small 
bluish and dark red lesions. If an inflamma- 
tory reaction takes place one can detect a 
solid mass. If fibrosis takes place retraction 
and dimpling follows. 

Keene and Kimbrough? have stated that 
endometriosis occurs in the rectosigmoid in 
5° of their cases. Cattell® reported 104 cases 
of endometriosis and stated that in 17 cases 
the lower bowel was involved. Mayo and 
Miller* noted involvement of the sigmoid 
colon in 13 cases and of the rectosigmoid in 
3 instances in a series of 38 cases. Thierstein 
and Allen® described a series of 317 cases 
with 15°, having involvement of the lower 
bowel. Kelly and Schlademan® found 32, or 
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17.9%, instances with involvement of the 
rectosigmoid among 179 cases. Green, Austin 
and Goforth’ described a case somewhat simi- 
lar to ours. 

The endometrioma usually involves the 
serosa, muscularis or submucosa of the sig- 
moid. The serosa is the most common loca- 
tion, and when involved pain and diarrhea 
may be present. Involvement of the muscu- 
laris is less frequent and more severe. It 
causes varying degrees of stenosis which may 
be accompanied by abdominal pain and con- 
stipation. Intestinal obstruction may be en- 
countered in severe cases. The least common 
but most dramatic involvement is that of the 
submucosa. This can cause rectal bleeding 
during menstrual periods.’ Patients are usual- 
ly young or middle aged and generally have 
symptoms of long duration. Patients with 
endometrioma of the rectosigmoid often have 
generalized endometriosis although this ap- 
parently was not present in our case. Sterility, 
menstrual abnormalities, backache and dys- 
pareunia are often present. Dysmenorrhea is 
the most common complaint. Recurrence or 
increased severity of symptoms during men- 
strual periods is characteristic. 

The barium enema was helpful in our case 
only in the sense that it reaffirmed the pres- 
ence of the lesion which had been discovered 
during the previous surgical procedure. How- 
ever, the findings were quite definite. If the 
lesion involves enough of the bowel wall an 
area of narrowing will be visualized. The en- 
dometrioma may stretch, deviate or angulate 
the mucosa but will not destroy it. Hence 
the preservation of the mucosa points to an 
extramucosal lesion. This plus the typical 
clinical picture is diagnostic. 

The obvious difficulty lies in making the 
differentiation between this lesion and car- 
cinoma of the sigmoid. Generally speaking, 
endometrioma involves a younger age group 
and causes no weight loss. Helpful differen- 
tial aids in favor of endometrioma include 
accentuation of symptoms during menstrua- 
tion, sterility and menstrual abnormalities, 
particularly dysmenorrhea. The only certain 
method of making the diagnosis is by sub- 
mitting the lesion to a pathologist. 
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Subdural Hematoma Associated with 
Long-Term Anticoagulant ‘Treatment 


JOSEPH ZISKIND, M.D., and ELSIE E. 


SPONTANEOUS SUBDURAL HEMATOMA is an un- 
common condition that has been reported as 
a complication of blood dyscrasias and is as- 
sociated with ruptured intracranial aneu- 
rysms.t Accumulation of blood in the sub- 
dural space is the result chiefly of trauma, 
such as a blow to the head, penetrating 
wounds produced by a gunshot or a blunt 
instrument, and mechanical injuries incurred 
during difficult obstetric procedures. These 
hemorrhages are usually the result of tearing 
of the cerebral veins which cross the sub- 
dural space to enter the sinusoids of the 
dura.” 

Bleeding into tissues and body cavities as 
a complication of anticoagulant therapy is 
well recognized, but subdural hematoma oc- 
curring in association with anticoagulant 
therapy has been reported rather infrequent- 
ly.3 Since subdural hematoma is recognized 
frequently and may be treated rather suc- 
cessfully, awareness of this complication is 
naturally important. The case presented here 
is one we believe is related to long-term 
anticoagulant therapy. 


Report of Case 


D. B., a 69 year old colored man, was brought to this 
hospital on July 12, 1959, because of coma which began 
approximately 20 hours before admission. He had had a 
massive myocardial infarction in June 1957, and was 
hospitalized until October 1957. He was put on anti- 
coagulant therapy, warfarin sodium (Coumadin), and 
was kept on this regimen until his last admission. He 
was also believed to have generalized arteriosclerosis, 
senile emphysema, and paralysis agitans. After discharge 


+From the Clinical Laboratory, Veterans Administration 
Hospital, New Orleans, La. 

Reviewed in the Veterans Administration and published 
with the approval of the Chief Medical Director. The state- 
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his course was followed by having prothrombin times 
performed at regular and frequent intervals. 

The patient was doing fairly well until approximately 
48 hours prior to admission, when he complained of 
malaise and weakness. The day before admission he 
could not be aroused, and up to the time he was 
brought to the hospital he was unresponsive. His wife 
said he took his medication (anticoagulant) regularly 
and showed no signs of external bleeding. She knew 
of no falls or injury to the head. He did vomit 
moderate amounts of coffee-ground material during 
his present acute illness. 


On admission his T. was 106.4°, P. 140, B.P. 70/45, 
and R. 40. He appeared moribund, and coffee-ground 
material was oozing from his mouth. There was no 
external evidence of injury to the head. There was 
questionable evidence of blood in the left external 
auditory canal. Both pupils were dilated and were 
sluggish in their reaction to light. The fundi revealed 
dilated venules; the optic disk appeared somewhat 
fuzzy. The neck was supple. Rhonchi and rales were 
heard in the lungs. The heart beat showed a sinus 
tachycardia. The abdomen revealed no abnormalities. 
A flaccid paralysis was present with areflexia. No 
pathologic reflexes could be elicited. 

The WBC. was 8,700 with 76% polymorpho- 
nuclear leukocytes, 22% lymphocytes, and 2% mono- 
cytes. The hematocrit was 43 per cent. The prothrom- 
bin time was 43 seconds with a control of 13 seconds. 
The spinal fluid was clear, no cells were present, and 
the total protein was 28.3 mg. for 100 ml. 

The patient was thought to have had a cerebro- 
vascular accident with a severe aspiration pneumonia. 
The possibility of subdural hematoma was considered, 
but because of his poor condition no further steps 
were taken to pursue this lead. He was treated with 
vitamin K, antibiotics, packed red cells, levarterenol 
(Levophed), and endotracheal suction. He expired 
about 314 hours after admission. 

Post-mortem examination revealed no evidence of 
contusion to the head or a skull fracture. Overlying 
the left cerebral hemisphere beneath the dura was 
a large blood clot, which compressed the frontal and 
parietal lobes (Fig. 1). On section of the brain, dis- 
tortion and compression of the left lateral ventricle, 
as well as flattening of the cortical convolutions, was 
noted (Fig. 2). The small blood vessels in the brain 
were congested. There was a small, old infarct in the 
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FIG. 1 


Large left subdural blood clot which had compressed the 
frontal and parietal lobes. 


left cerebellar hemisphere. The arteries of the circle 
of Willis showed moderate arteriosclerosis. The heart 
revealed a large, old myocardial infarct and severe 
coronary arteriosclerosis. No other area of hemor- 
rhage was seen either on external or internal examina- 
tion. 


Discussion 


This patient’s course had been followed 
with prothrombin times during the entire 
period of anticoagulant therapy. The treat- 
ment was continued for approximately two 


FIG. 2 


Section of the brain showing compressed left parietal lobe 
with distortion of left lateral ventricle. 
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years. The only person who could give an 
intimate history and who attended him close- 
ly, his wife, could not recall any injury to 
the head. Of course, one cannot exclude 
trauma even though there was no history of 
such and no evidence noted clinically or at 
post-mortem examination. A minor injury 
may have been overlooked or not recalled. 
In this condition “spontaneous” may merely 
mean that the attending person just did not 
recall any injury. Nathanson and associates 
reported two cases of subdural hematoma re- 
lated to anticoagulant therapy. One of the 
two was diagnosed, and early and successful 
surgical treatment was instituted. They re- 
luctantly classified the two cases as “spon- 
taneous,” and suggested that minor trauma 
to patients with a bleeding tendency related 
to blood dyscrasias or anticoagulation might 
initiate the bleeding, which would continue 
uncontrolled. 

It is well recognized that the danger of 
bleeding associated with anticoagulation 
therapy is always present. One must be con- 
tinually alert to such a possibility, even with 
prothrombin times being done at regular in- 
tervals. The correlation of control to pro- 
thrombin time does not always remain stable 
with a specific dose of anticoagulant because 


- of certain known and unknown factors. Us- 


ually when bleeding is first noted, the anti- 
coagulant is stopped and the bleeding is con- 
trolled. Whether this necessarily holds for 
bleeding into the subdural space is problem- 
atical.3 Sometimes vitamin K is used as a 
necessary precaution. 


Summary 


A case is presented in which a subdural 
hematoma occurred in a patient with myo- 
cardial infarction under long-term anticoagu- 
lation therapy. It is believed that subdural 
hematoma occurring during anticoagulant 
therapy should be considered along with 
intracerebral bleeding whenever mental and 
neurologic signs develop. Slight trauma to the 
head cannot be entirely discarded as a pos- 
sible initiating factor. 
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Degenerative Heart Disease 
Resembling Beribert: Autopsy Findings In 12 


Cases From Florida 


JOHN J. ROBINSON, M.D..,+ Lake City, Fla. 


Beriberi heart disease has been described uncommonly in the United States. It seems likely that 
the diagnosis is confused with that of arteriosclerotic heart disease. Serious consideration 
of the dietary intake is in order in the presence of chronic nonvalvular 


heart disease, especially in an alcoholic patient. 


Introduction 


DUvRING THE CouRSsE of 208 consecutive autop- 
sies from Jan. 1, 1959, to May 8, 1960, 12 
instances of fatal cardiac decompensation 
were encountered with extensive degenera- 
tive changes in skeletal and cardiac muscle 
compatible with beriberi. The clinical diag- 
noses in the 12 cases were arteriosclerotic 
heart disease and half of this group mani- 
fested significant arteriosclerotic changes. Nu- 
merous reports have described the classical 
features of beriberi and its prevalence in cer- 
tain types of patients seen in America today. 
This report presents a summary of criteria 
for the diagnosis of beriberi and its pathologic 
manifestations. 


Materials and Methods 


The autopsies were on 65% of all deaths in 
a general medical and surgical 354 bed Vet- 


erans Administration Hospital in Lake City, ~ 


Florida, serving close to 3,000 patients annu- 
ally who come largely from northern Florida 
and southern Georgia. All but 2 were men, a 
third were Negro, and they were from 24 to 
87 years old with a median age of 65. The 
primary causes of death were: malignancy 80, 
degenerative vascular diseases 62, pulmonary 
emphysema 13, uremia 15, hepatic cirrhosis 6, 
and miscellaneous causes 32. The economic 
status of most patients entering this hospital 
for nonservice connected disease is low and 
may be generally classed as indigent, with a 
preponderance of rural rather than urban 


tFrom the Laboratory Service, Veterans Administration Hos- 
pital, Lake City, Fla. 


patients. The diets of these people often are 
complicated by chronic alcoholism, a large 
consumption of refined carbohydrates such as 
grits, food idiosyncrasies incident to senility, 
and various dietary alterations associated with 
chronic disease. Poverty with inadequate 
caloric intake was not an important factor, 
but ignorance and the chronic subsistence on 
highly refined, thiamine poor diets were com- 
monly encountered among the patients. 


Beriberi heart disease was suspected because 
of the following combination of findings: 
first and of most importance, extensive hy- 
dropic degeneration without leukocytosis in 
all areas of multiple sections of skeletal and 
cardiac muscle; absence of other lesions such 
as myocardial infarction or inflammation 
which could adequately explain the grossly 
evident cardiac dilatation, frequent cardiac 
mural thrombi, passive hyperemia, and _vari- 
able anasarca; and finally a clinical pattern 
of refractory cardiac failure without hyper- 
tension, with high cardiac output, absence of 
thyrotoxicosis, and a nutritional background 
compatible with thiamine deprivation. The 
combination of detailed necropsy data, clin- 
ical course, and information concerning nu- 
tritional status was the basis for the assump- 
tion that occurrence of beriberi heart disease 
was a significant factor in the death of 12 
patients. 

The important clinical and pathologic fea- 
tures of beriberi heart disease are thoroughly 
presented in Wenckebach’s monograph! and 
are more recently summarized by Saphir,’ 
Gould,? and others.417 The last few years 
have seen an increasing number of re 
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ports!8° of “idiopathic” heart disease and a 
tendency to lump cardiac failure of an ill- 
defined, refractory nature into this grouping. 
Idiopathic heart disease was not encountered 
in the 208 necropsies, which, however, dis- 
closed one instance of extensive subendocar- 
dial fibroelastosis, and in the cases presenting 
severe emaciation there was atrophy of skel- 
etal and myocardial muscle in addition to 
variable degeneration different from beriberi. 
The important feature of extensive, general- 
ized, hydropic and edematous muscle degen- 
eration characterizing beriberi is not seen in 
so-called idiopathic heart disease. 

The evaluation of beriberi heart disease in 
the presence of advanced arteriosclerotic al- 
terations was a difficult problem and required 
thorough postmortem study. Since the degen- 
erative features of beriberi, as seen in small 
isolated tissue sections, are nonspecific and 
identical with those, for example, near old 
myocardial infarcts, some have thought the 
diagnosis of beriberi is not anatomically de- 
finitive. However, study of many tissues and 
the entire composite pathologic picture dis- 
closed the features of extensive changes at- 
tributed by Wenckebach! to beriberi. Un- 
doubtedly, mild beriberi in patients having 
cachexia or extensive degenerative disease 
cannot be presently identified by anatomic 
methods. The group of 12 cases presented in 
this report had extensive changes and were 
not of doubtful nature if the criteria of 
Wenckebach! are accepted. 


Results 


Table 1 lists the 12 cases with features of 
beriberi heart disease. 

Hematoxylin and eosin stains of nerves ex- 
hibited variable edema and were not as strik- 
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ing as the hydropic changes in the sections of 
skeletal and cardiac muscle. 

The clinical information on two cases (JW 
40-59 and CN 34-59) was recently summarized 
by Henderson.1! All were clinically considered 
to have arteriosclerotic heart disease as the 
major difficulty. 

In March and April 1960, Cases 57, 65, 69 
and 72-60 were observed. These 4 were negro 
laborers, had extensive edema, and were hos- 
pitalized from 11 to 51 days. In Case 65-60 
the patient was illiterate, afforded a scant 
history, had 11,000 ml. of ascitic fluid re- 
moved after admission, and during the last 
14 days of his 43 day hospital stay received 
vitamin B complex in large amounts without 
improvement. He died from extensive acute 
bronchopneumonia. The patient in Case 69- 
60 received 100 mg. daily of thiamine hydro- 
chloride during the last 20 days of his 51 day 
hospitalization without effect. He had exten- 
sive edema and a well-healed old anterior 
myocardial infarction. A 50 year old negro 
yard laborer (Case 57-60) was hospitalized for 
19 days with extensive anasarca, abdominal 
distension with ascites thought possibly due 
to a neoplasm, and had mild diabetes mel- 
litus. The patient of Case 72-60 was in the 
hospital 11 days and had extensive degenera- 
tive muscle changes. Twelve years before he 
developed sudden cardiac pain and decom- 
pensation. Necropsy disclosed old occlusion 
and recanalization at the origin of the left 
coronary artery which had minimal sclerosis 
and could have been occluded by an embolus. 
He died with acute hemorrhagic pneumococ- 
cal pneumonia in the right lower and middle 
lobes. 


All patients had dilated hearts, hyper- 


TABLE 1 
AUTOPSY CASES WITH SIGNIFICANT BERIBERI HEART DISEASE 


Heart Weight 


Case Age Race in Grams 
A. Beriberi as Main Cause of Death 
57-60 50 N 400 
72-60 58 N 500 
20-60 62 N 720 
40-59 63 N 550 
65-60 65 N 500 
34-59 71 Ww 700 
B. Beriberi with Arteriosclerotic Heart Disease 
60-50 64 WwW 705 
69-60 64 N 640 
23-60 67 N 610 
53-60 70 WwW 555 
47-60 71 WwW 420 
33-59 77 WwW 340 


Number of Cardiac Old Coronary 


Mural Thrombi Occlusion Edema 
2 +4-+ 
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trophy of the right atrial and ventricular tra- 
beculations, and severe hydropic degeneration 
of cardiac and skeletal muscles. They had 
electrocardiographic changes with low voltage, 
variable conduction defects, frequently pre- 
mature ventricular contractions, and at times 
atrial fibrillation. None were hypertensive 
during their last illness. Mental confusion 
and sluggish reflexes were commonly en- 
countered but no definite peripheral neurop- 
athy was evident. They had no circumoral 
lesions or a sore, red tongue as described by 
Greeley.17 

Case JW 40-59, discussed by Henderson,11 was a 63 
year old negro truck driver with 8 hospitalizations 
since 1953 for cardiac failure with edema. He was ac- 
customed to eating boxes of starch, drank much whis- 
key, and had a painful hiatus hernia that interfered 
with normal eating. He had minimal arteriosclerosis, as 
indicated in figure 5, of the aorta and iliac arteries. 
His 550 Gm. dilated heart, shown in figures 1-4 and 6, 
had widely patent coronary arteries, right heart hyper- 
trophy, three mural thrombi, normal valves, and ex- 
tensive muscle degeneration. 

These degenerative findings were similarly 
present in the other 11 cases of the series, al- 
though some had additional arteriosclerotic 
heart disease, but of a magnitude insufficient 
to result in death with cardiac failure. Similar 


FIG. 1 


Anterior view of dilated 550 Gm. heart in Case 40-59. 


Posterior aspect of heart in Case 40-59. 


FIG. 3 


Heart sections in Case 40-59. Mural thrombi in apical por- 
tions of both ventricles, focal endocardial fibrosis, and ac- 
centuated trabeculation are seen. 


FIG. 2 
" 
it 
lc 
SS 
| 
| 


VOLUME 53 


FIG. 4 


Heart from Case 40-59 showing accentuated right atrial and 
ventricular trabeculations, mural thrombus in right atrium, 
and focal endocardial fibrosis. 


changes have been described in detail by other 
reports on beriberi heart disease.1-10.13-15 


Discussion 


The diagnosis of beriberi heart disease can 
be suspected by history and physical exam- 
ination as emphasized by Greeley.17 Patho- 
logically, there are no isolated specific fea- 


FIG. 5 


Essentially normal aorta and iliac arteries from Case 40-59. 


DEGENERATIVE HEART DISEASE RESEMBLING BERIBERI—Robinson 


In Case 40-59, left ventricular myocardium, x 980 showing 
hydropic degeneration and muscle fragmentation. 


tures, but the composite pattern of extensive 
hydropic degeneration of the skeletal and car- 
diac muscle, absence of leukocytosis, a di- 
lated heart with accentuated right myocardial 
trabeculation, mural thrombi, and the ab- 
sence of such other evident factors, as 
myocardial infarction or inflammation, can 
yield strongly supportive evidence for beri- 
beri. Short of complete necropsy examination, 
the diagnosis of beriberi heart disease is often 
speculative and such cases may be confused 
with true idiopathic heart disease!®?° or en- 
docardial fibroelastosis.18 The administration 
of vitamin B complex and thiamine in refrac- 
tory cases of arteriosclerotic and obscure heart 
disease in persons suspected of improper diet 
would seem logical, although cases of pro- 
longed beriberi may have irreversible changes 
and may not exhibit marked improvement, as 
discussed by Alleman and Stollerman’® who 
observed them in prisoners of war. The pa- 
tient in Case 40-59, on 2 of his 8 hospitaliza- 
tions, rapidly improved with intensive thia- 
mine and B complex therapy, which was not 
given during his terminal 58 days of hospitali- 
zation. In Cases 65-60 and 69-60 the patients 
showed no improvement from vitamin therapy 
in the last days of their cardiac failure with 
anasarca, and the extensive degenerative 
changes observed appeared partly irreversible. 

The incidence of beriberi heart disease in 
this series is higher than in the 48 cases re- 
ported by Blankenhorn* for the Cincinnati 
General Hospital in a 10 year survey, and 
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closer to the 22 cases observed in a 3 year 
study by Benchimol and Schlesinger® in Rio 
de Janeiro. It is not surprising to find this 
number of cases in our hospital population 
which includes large numbers of poorly edu- 
cated, indigent and elderly persons who are 
prone to dietary deficiency. The local exces- 
sive heat and humidity for much of the year 
may be significant in thiamine depletion as 
was noted in Java by Wenckebach.! Statistics 
are difficult to interpret; without thorough 
necropsy studies all of the 12 cases herein re- 
ported would have had arteriosclerotic heart 
disease listed as the chief cause of death on 
the death certificates. Even at the conclusion 
of the autopsy when death certificates must 
be completed, the pathologist cannot confi- 
dently list beriberi as a cause of death since 
many microscopic sections of cardiac and 
skeletal muscle must be searched for the ex- 
tensive degenerative changes characterizing 
beriberi. There are disagreements on final 
evaluation in the presence of significant ar- 
teriosclerotic heart disease, and pathologists 
differ in such interpretations. 


Summary 


Beriberi heart disease was found in 12 out 
of 208 routine necropsy examinations in the 
Veterans Administration Hospital at Lake 
City, Florida. It is often confused with and 
can be masked by arteriosclerotic heart di- 
sease. The diagnosis is dependent on data 
from the clinical history, physical examina- 
tion, therapeutic course, and the observation 
of extensive hydropic degenerative changes in 
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cardiac and skeletal muscles found in detailed 
postmortem studies. Judicious use of vitamin 
therapy is to be considered in the manage- 
ment of protracted cardiac failure. 
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Otalgia Without Otopathy 


ROBERT C. KRATZ, M.D.,t Newport, Ky. 


A timely reminder that “earache” may have its cause distant from the ear, and that knowledge 
of the intricacies of the neuroanatomy of strictures of the head “pays off.” 


THE PHYSICIAN is often faced with a patient 
who complains of otalgia, though examina- 
tion of the ear canal and drum may show no 
evidence of disease. When such a patient is 
seen it must be recalled that many causes of 
otalgia exist other than primary aural disease. 

In my experience, dental disease—particu- 
larly of the posterior lower teeth—is the most 
common cause of reflex pain in the ear. This 
is explained by the fact that the posterior 
inferior teeth are supplied by the mandibular 
branch of the same nerve. Seldom does disease 
of the upper maxilla and teeth cause ear pain 
(probably because the maxillary division of 
the fifth nerve which supplies this area is not 
represented in the ear). 


A tonsillar lesion is the second most com- 
mon cause of referred pain in the ear. In the 
young, infections such as peritonsillar abscess 
and acute tonsillitis are frequent. In the older 
age group malignancy is a frequent cause. 
The glossopharyngeal nerve supplies this area 
as well as the eustachian tube and posterior 
portion of the tongue. The tympanic plexus 
of the middle ear is formed by Jacobson’s 
nerve from the glossopharyngeal nerve, a 
branch from the geniculate ganglion, and the 
caroticotympanic nerve which is a branch of 
the carotid sympathetic plexus. The prepon- 
derance of glossopharyngeal fibers in the tym- 
panic plexus may explain the feeling of deep 
pain in the ear when the areas of the tonsil, 
eustachian tube and posterior area of the 
tongue are involved. 


Most often the first manifestation of naso- 
pharyngeal malignancy or infection is serous 
otitis media—usually with no pain early in 
the disease. Cervical lymphadenopathy is often 
the first sign. When pain does become evident 
it may be felt in the ear, jaw or face. 


The patient in figure 1 was treated with 
ear drops for two months. Examination in 


‘+tFrom the Department of Otolaryngology, the University of 
Cincinnati College of Medicine, Cincinnati, Ohio. 
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FIG. 1 


Carcinoma of the tongue with metastasis to the neck. (Note 
the cotton in the ear.) 


the Northern Kentucky Booth Hospital Can- 
cer Clinic showed the patient to have cancer 
of the tongue with metastasis to the neck. Al- 
though the patient had placed cotton in the 
ear, the ear appeared to be normal at the time 
of examination. 

An aphthous ulcer on the side of the 
tongue or a lesion in the floor of the mouth 
may cause pain in the ear. The anterior por- 
tion of the tongue and the floor of the mouth 
are supplied by the lingual nerve which is a 
branch of the mandibular division (Gray) 
and it is anatomically possible for pain to be 
referred to the postauricular area. 

It is not unusual for pain to be referred 
to the ear from the pyriform sinuses or from 
the larynx. The pain pathway is through the 
superior laryngeal nerve which is a branch 
of the vagus. The vagus is represented in the 
ear by Arnold’s nerve which supplies the 
posterior wall and the posterior part of the 
drum, and possibly its inner surface.! 

Recently a patient was seen who com- 
plained of excruciating otalgia accompanied 
by nausea and vomiting. Her family physician 
thought she had disease of the middle ear 
and began antibiotic therapy. The drum of 
the left ear became reddened, a vesicular rash 
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appeared and the left eye became dry, fol- 
lowed shortly thereafter by increased lacrima- 
tion and epiphora. Tschaisnny’s* observations 
in geniculate ganglionitis were simulated and 
a diagnosis of Ramsay Hunt syndrome made. 
There was no nystagmus, imbalance, deafness 
or other sign of an inner ear lesion. For this 
reason the possibility that the vomiting repre- 
sented vagal irritation (Arnold’s nerve) was 
considered. It required 8 months for the pa- 


FIG. 2 


Vesicles in the geniculate zone of the ear. (The illness in 
this case began with otalgia, nausea and vomiting.) 
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tient to completely recover facial motion. 
Fortunately there was no permanent loss of 
function (Fig. 2). 

Sinus disease is a rare cause of otalgia but 
occasionally disease in the sphenoid and pos- 
terior ethmoid sinuses does cause otalgia. 
Tremble? suggests that the pathway is through 
the sphenopalatine ganglion and greater su- 
perficial petrosal nerve to the geniculate 
ganglion, which sends a branch to the tym- 
panic plexus. The maxillary and anterior 
ethmoidal sinuses are not represented on the 
ear. 

Other unusual causes of reflex otalgia are 
lesions of the submaxillary and parotid glands, 
dysfunction of the temporomandibular joint, 
involvement of cervical lymph nodes and in- 
flammations and malignancies of the thyroid 
gland. 

Recently several patients have been seen 
who described pain about the ear which came 
on suddenly during the night, but was re- 
lieved to some extent by the upright position 
and by pressure over the external carotid ar- 
tery. The nature of this paroxysmal pain gives 
one the idea that it may be a phenomenon 
analogous to “histamine cephalalgia” as de- 
scribed by Horton.+* 


Summary 


Earache may have its etiology in the teeth, 
tongue, tonsils, nasopharynx, larynx, pharynx, 
or more distant areas. 
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Radiographic Patterns of Lobar Collapse 


THOMAS J. WEATHERALL, JR., M.D.,t Jackson, Miss. 


This simple description with illustrative drawings should help the occasional radiologist 


_ in his evaluation of shadows on the chest film. 


Introduction 


Arececrasis, the collapse of a portion of the 
lung as a result of bronchial occlusion, is a 
common entity of importance in many 
branches of clinical medicine. The implica- 
tions of atelectasis seem to be well known, but 


+From the Department of Radiology, the University of Mis- 
sissippi Medical Center, Jackson, Miss. 


it has been our experience that the radio- 
graphic patterns of lobar collapse are often 
not well recognized. It therefore seems appro- 
priate to illustrate the more common patterns 
so an easy and ready reference may be avail- 
able, with the hope that this will result in 
better recognition of the condition. 


The diagrammatic drawings that follow are 
based upon a review of approximately 100 


FIG. 1 


RIGHT UPPER LOBE ATELECTASIS 
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FIG. 2 


LEFT UPPER LOBE ATELECTASIS 


MILD 


MODERATE 


SEVERE 


cases of atelectasis of a single lobe taken from 
the files of the Department of Radiology of 
the University of Mississippi Medical Center, 
as well as a review of the literature pertaining 
to this subject. No attempt has been made to 
depict cases in which more than one lobe is 
involved. For proper evaluation, posteroan- 
terior and lateral views are essential, and fre- 
quently overpenetrated films are of help. 
The gross radiographic changes of atelec- 
tasis are well known, consisting of opacifica- 
tion of the involved segment and secondary 
changes associated with diminution of vol- 
ume, such as mediastinal shifting, narrowing 
of rib interspaces and diaphragmatic eleva- 
tion. One of the most important findings is 
not so well known, however, and attention is 
therefore directed to the position of the fis- 
sures of the lungs. Septal shifts occur even 
with mild degrees of atelectasis, and their 


position should always be appraised when in- 
terpreting radiographs. 

These septal shifts, as well as some of the 
other findings in lobar atelectasis, are demon- 
strated in the following drawings. In each in- 
stance gradations of collapse are depicted. 


Findings 


1. Right Upper Lobe Atelectasis. As the 
right upper lobe collapses it pivots superiorly 
about its hilar attachment, with its periph- 
eral portion swinging upward in an arc un- 
til it loses contact with the lateral chest wall 
and becomes flattened against the superior 
mediastinum. The lung root or base becomes 
progressively exposed, as is indicated by the 
solid black area in figure 1. The lateral pro- 
jection frequently shows this to best advan- 
tage. 

The minor fissure is the best guide as to 
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FIG. 3 


RIGHT MIDDLE LOBE ATELECTASIS 


MILD 


the degree of atelectasis, especially on the 
frontal view, since it identifies the inferior 
boundary of the right upper lobe and swings 
upward with the collapsing lobe. On the 
lateral film it may be difficult to identify in 
the more advanced stages of collapse because 
of an increasingly oblique position and loss 
of contact with the lateral chest wall. The 
major fissure, seen only in the lateral projec- 
tion and marking ui: posterior extent of the 
right upper lobe, a:sumes a more vertical 
position as the lobe «'ecreases in volume. 

In advanced atelect.sis the right upper lobe 
forms a triangular density against the su- 
perior mediastinum, where it may be difficult 
to observe. The trachea is usually bowed to 
the right and the overexpansion of the right 


middle and lower lobes imparts an increased 
radiolucency to the right lung field as com- 


MODERATE 


SEVERE 


pared to the left, giving a clue that there has 
been loss of lung volume. 

The right hemidiaphragm may become 
slightly elevated, especially anteriorly, and 
rarely the over-all volume of the hemithorax 
may be diminished by narrowing of the rib 
spaces. 

2. Left Upper Lobe Atelectasis. The col- 
lapse pattern of the left upper lobe is very 
similar to that of the right upper lobe except 
for the absence of a minor fissure on this side 
and the presence of the lingula in the an- 
terior and inferior aspect of the lobe. As the 
left upper lobe collapses it pivots anteriorly 
and superiorly about its hilar attachment, 
thereby progressively exposing the lung root 
(Fig. 2). 

There is accompanying anterior and su- 
perior shifting of the major fissure which 
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FIG. 4 


RIGHT LOWER LOBE ATELECTASIS 


MILD 


MODERATE 


SEVERE 


eventually results in loss of contact with the 
lateral chest wall. In its final stage, the left 
upper lobe becomes flattened against the 
superior mediastinum where it may be diffi- 
cult to observe. There is usually tracheal de- 
viation and overexpansion of the left lower 
lobe, which imparts increased radiolucency to 
the left lung field. Elevation of the left hemi- 
diaphragm and rib space narrowing are less 
common, except when the phrenic nerve may 
be involved by bronchogenic carcinoma, 
thereby producing diaphragmatic paralysis 
and elevation. 

Occasionally the anterior and apical pos- 
terior segments of the left upper lobe may be- 
come atelectatic without involvement of the 
lingula. This produces a situation analogous 
to right upper lobe collapse except for ab- 
sence of the minor fissure. 

3. Right Middle Lobe Atelectasis. As the 
right middle lobe collapses, it swings infer- 


iorly and medially, eventually becoming flat- 
tened against the lower mediastinum where 
it appears in the lateral projection as a tri- 
angular density with its apex at the hilum and 
its base following the curve of the parietal 
pleura anteriorly (Fig. 3). 

In mild degrees of atelectasis the minor 
fissure, which outlines the superior boundary 
of the lobe, is seen to be displaced inferiorly. 
As further collapse occurs, however, the fis- 
sure becomes invisible in the frontal projec- 
tion, providing a negative sign of value, and 
the lobe is seen as a hazy triangular density 
that projects from the right heart border. In 
cases of marked atelectasis the shrunken lobe 
may not be visible in the frontal view, but in 
all instances it is seen on the lateral as a long 
narrow triangular density. Frequently this 
may be best demonstrated on overpenetrated 
films. 

In advanced atelectasis the most important 
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FIG. 5 


LEFT LOWER LOBE ATELECTASIS 


MILD 


MODERATE 
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differential diagnosis is that of fluid locu- 
lated in the major fissure. Fluid usually pro- 
duces an ovoid or elliptical density, as opposed 
to the more triangular shape of the atelec- 
tatic lobe, and the minor fissure can usually 
be identified in a normal position. The over- 
all volume of the right middle lobe is small 
and the secondary signs of atelectasis that are 
the result of decreased volume are therefore 
frequently lacking. 

Atelectasis of the lingular division of the 
left upper lobe is comparable to atelectasis of 
the right middle lobe except that the lingula 
is more easily obscured behind the heart and 
has no minor fissure to sharply define its su- 
perior boundary. 

4. Lower Lobe Atelectasis. The lower lobes 
are almost identical in their collapse patterns, 
the only significant difference in their radio- 
graphic appearance resulting from the super- 


imposed density of the cardiac silhouette on 
the left. As the lower lobes collapse, they pivot 
posteriorly and inferiorly about their hilar 
attachments, thus bringing the lung root into 
view in relatively early stages of atelectasis. 
The major fissure in such situations moves 
posteriorly and slightly inferiorly (Figs. 4 
and 5). 

As collapse continues the major fissure 
moves progressively more posteriorly and in- 
feriorly until, in marked stages, it no longer 
is in contact with the chest wall but becomes 
flattened against the mediastinum. On the 
left the collapsed lobe may be almost invisible 
behind the heart, although its presence may 
frequently be suspected by obliteration of the 
usually visible shadow of the descending 
aorta. 


Since the volume of the lower lobes is large, 
the secondary signs of atelectasis are almost 


I 
i 
at- 
Te 
ri- 
nd 
ral 
or 
ly. 
‘is- 
eC- 
nd | 
ty 
In | 
be | 
in | 
ng | 
Lis | 
ed 


1458 SOUTHERN MEDICAL JOURNAL 


always present unless the process has devel- 
oped over a long period of time. Overexpan- 
sion of the remaining lobe or lobes on the 
side of the atelectasis imparts more radiolu- 
cency to these areas, and there is a shift of 
the heart and mediastinum toward the af- 
fected side with elevation of the hemidia- 
phragm and narrowing of the rib interspaces. 
Frequently there is some inferior shift of the 
minor fissure with atelectasis of the right 
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lower lobe, not to be confused with that seen 
in atelectasis of the right middle lobe. 
Summary 

Diagrammatic drawings representing the 
patterns produced by atelectasis of the indi- 
vidual lobes have been presented, along with 
a brief description of the changes that occur 
in this condition. It is hoped that this will 
result in an increased appreciation of the 
radiographic findings in atelectasis. 
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Treatment of Clinical Fat Embolism 


with Heparin* 


CULLY A. COBB, JR., M.D., J. WILLIAM HILLMAN, M_.D., 
C. B. LEQUIRE, M.D., and V. S. LEQUIRE, M.D.,t Nashville, Tenn. 


The symptoms and signs of fat embolism usually make themselves known about 24 hours after 
fractures, especially of long bones. If the patient survives, the clinical manifestations 

usually clear completely. Heparin acts to clear the blood vessels of emboli 

more quickly than normal. There is reason to believe 


that this occurs also in humans. 


DuRING THE PAST CENTURY since fat embolism 
was first described by Zenker,! this diagnosis 
has been made chiefly at autopsy.? Clinical 
cases have been recognized in recent years but 
often by exclusion. It is our belief that 
nearly all cases are of the cerebral type and 
that a familiar symptom complex is the most 
dependable means of diagnosis. This syn- 
drome, which usually follows fractures of 
long bones by about 24 hours, consists in the 
rapid development of delirium, stupor, and 
coma accompanied by extreme tachycardia, 
pyrexia and decerebrate rigidity. Tachypnea, 
cyanosis, convulsive seizures and focal neuro- 
logic signs often are present but are not of 
equal diagnostic significance. Since many 
patients with fractures have received head 
injuries, the well-known lucid interval fol- 
lowed by coma of epidural or subdural 
hematoma may be suspected.* In fact, while 
coma following a period of recovery from 
concussion may occur in both conditions, in 
other respects they are opposites (Table 1): 
Where the interval after injury in epidural 
hematomas is under 12 hours it is 24 or more 
in fat embolism. In hematoma, coma is ac- 
companied by headache, vomiting, brady- 
cardia and slowing of respiration. Decerebrate 
rigidity is seen only with indications of ad- 
vanced intracranial pressure. In contrast, a 
cloudy delirium with tachycardia marks the 


*Read before the Section on Orthopedic and Traumatic 
Surgery, Southern Medical Association, Fifty-Third Annual 
Meeting, Atlanta, Ga., November 16-19, 1959. 

+From the Divisions of Neurosurgery and Orthopedic 
Surgery, the Department of Surgery, and ment of 
ni Vanderbilt University School of Medicine, Nashville, 

enn. 

Illustrations 1-4 and 7 are presented by the courtesy of 
W. B. Saunders Company, Surgical Forum, Vol. 9, 1958. 


TABLE 1 
COMPARISON OF FAT EMBOLISM WITH EPIDURAL 
HEMATOMA 
Hematoma Fat Embolism 
Lucid interval 6-10 hrs. Usually 24 hrs. 
Rate of development Slow Quick 
Pulse rate Slow Very rapid 
Respiratory rate Slow Rapid 
Rigidity Terminal Early 


onset of fat embolism. There is apprehension 
but little discomfort. We have seen marked 
anxiety only in a medical student who 
suspected his diagnosis. Decerebrate posturing 
often is seen while the patient is still talking 
and restless. 


During the past 7 years, 20 cases of fat 
embolism have come under our care. The 
uniformity of their clinical characteristics has 
led to our view that a firm diagnosis can be 
made in most cases. 


Clinical Findings 
(1) Age (Fig. 1). There is a range from 
9 years to 77 with the highest incidence in the 
second and third decades where trauma is 
more frequent. 
FIG. 1 
CLINICAL MANIFESTATIONS OF FAT EMBOLISM 


No. 
Cases 


Oo-nu eu 


! 2 3 4 5 6 7 8 
AGE: DECADES 


1459 


ne 


SOUTHERN MEDICAL JOURNAL 


NOVEMBER 1960 


TABLE 5 


1460 
TABLE 2 
Bones fractured: Femur 65% 
Femur and/or Tibia 95° 
Multiple 70% 


64=3.2 per patient 
2.6 per patient 


‘Total fractures: 
Excluding rib fractures 


(2) Bones fractured (Table 2). There were 
64 fractures, 3.2 per patient or 2.6, discounting 
rib fractures. In 70% of the patients fractures 
were multiple. In 95% either femur or tibia 
or both were involved. 

(3) Onset of symptoms after injury (Table 
5). The earliest was one hour, the latest was 
4+ days, and the mean was 30.5 hours. There 
had been some manipulation in all cases but 
only in the latest case was correlation with 
manipulation evident. This patient developed 
fat embolism 12 hours after bilateral femur 
manipulation. 

(4) Clinical signs (Table 4). Stupor or 
coma was present in all cases, almost always 
preceded by delirium. Decerebrate rigidity 
was present in 55%, the more severe cases. 

Tachycardia was always present. The high- 
est was 184, the mean maximum was 141. 
This rapid pulse in the absence of shock is 
very uncommon in other conditions. While 
some initial depression of blood pressure had 
been present in many of the cases, this had 
been corrected and the blood pressure levels 
were normal in all cases at the onset of this 
syndrome. 

A sharp elevation of temperature usually 
accompanied the tachycardia reaching a mean 
level of 1034. Tachypnea usually was present 


TABLE 3 


Onset of Symptoms After Injury 
Earliest 1 hr. 
Latest 4 days 
Mean 30.5 hrs. 


TABLE 4 


Clinical Signs 

Stupor or coma 100% 
Decerebrate rigidity 55% 
Maximum pulse rate: 

Highest 184, lowest 104, mean 141 
Maximum temperature elevation: 

Highest 105‘, lowest 102, mean 
Petechiae 45% 


Laboratory Tests 
Characteristic chest x-ray 35% 
Fat droplets in blood 67% 

Fat droplets in urine 47% 
EEG. disturbance 100% of five 


but marked respiratory symptoms were noted 
in but one case. Petechiae were seen in 45%, 
usually 24 hours after onset of symptoms. 
Isolated neurologic manifestations included 
convulsions and focal paralysis. Some pupil- 
lary dilatation was noted in most cases. 

Laboratory studies (Table 5). A character- 
istic chest x-ray pattern was seen in 35 per 
cent. Fat droplets were seen in preparations 
of venous blood of 67% of cases and in the 
urine of 47 per cent. Electroencephalograms 
in 5 of the cases all showed a diffuse slow 
wave disturbance. 


Therapy 

All patients received oxygen. Seventeen 
of the 20 received parenteral fluids. In every 
case the administration of whole blood or 
plasma and other early treatment of injuries 
had been completed a number of hours before 
the onset of symptoms of fat embolism. Ex- 
ploratory burr holes were made in two cases. 

Heparin was given in the 12 cases with 
most marked coma and rigidity. Some pa- 
tients were fully heparinized but in most 
cases frequent small intravenous doses were 
given to maintain a clotting time near 20 
minutes (Table 6). 


Results 

Seventeen of the patients, 85%, are now 
fully recovered. In most of these some im- 
provement was noted within from 1 to 7 days 
(Table 7). Full intellectual recovery and re- 
turn to normal of the EEG. required as long 
as 2 months (Table 8). The progressive 
clearing of serial electroencephalograms is a 


TABLE 6 


Therapy 
Oxygen—all cases 
1.V. fluids 17 of 20 
Heparin in 12 cases with most marked involvement of 
central nervous system 
Clotting time 20 minutes 
Individual doses not over 50 mg. 
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TABLE 7 


Results 
18 alive 90% 
17 now well 85% 
1 died acutely 
1 died after 3 days 
1 with mental impairment 


TABLE 8 


Criteria of Recovery 
EEG. in 5 cases—all abnormal 
All required several weeks for recovery 
Psychologic testing parallels EEG. in 3 cases 


valuable means of estimating the extent of 
recovery (Figs. 2-4). Two of the patients died. 
One of these had been ejected 80 feet into the 
air from a grounded airplane and received 
extensive pelvic and abdominal injuries in 
addition to fractures. The second was the only 
patient in this group dying of acute pulmo- 
nary symptoms of fat embolism. This patient 
had fractures of 13 bones, developed fat em- 
bolism 12 hours after manipulation of frac- 
tures of the femur and had reached a terminal 
state 4 hours later when the diagnosis was 
made. 


Discussion 


Observations in these patients have con- 
firmed the findings of our concurrent investi- 


FIG. 2 


AC. 


TREATMENT OF FAT EMBOLISM—Cobb et al. 


FIG. 3 


gative studies.* These studies with radioactive 
iodine tagged fat emboli in dogs have indi- 
cated the following characteristics of fat em- 
bolism: 

(1) Embolic fat becomes mobilized and 
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FIG. 5 


metabolized after approximately 4 days (Figs. 
5 and 6). 

(2) Moderate amounts of fat are arrested 
by the lungs without harm even when the fat 
has been introduced into a peripheral artery 
(Fig. 7). 

(3) With greater concentration of fat in 
the systemic circulation proportionately larger 
amounts are arrested in peripheral capillary 
beds, leading to the cerebral embolism syn- 
drome (Fig. 8). These studies indicate that 
the lungs serve as a filter for fat, protecting 
the brain and other organs except when ex- 
cessive quantities of fat are present. — 

There is no evidence that the brain is the 
site of greater embolism than other organs. 
We believe that the prevalence of cerebral 
symptoms indicates a greater sensitivity to 
capillary embolism. The frequency of coma 
and decerebrate rigidity suggests that mid- 
brain disturbance may cause the clinical syn- 
drome. 

The findings of fat droplets in various body 
fluids is of significance only in association 
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FIG. 7 
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with the clinical syndrome. These tests cor- 
rectly indicate the presence of microscopic fat 
embolism. This however is commonplace in 
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fractures and other illnesses.5 We have dem- 
onstrated fat droplets in the blood and urine 
in fracture cases without clinical embolism, as 
has Peltier. At other times, we have been un- 
able to do so in patients with clinical fat em- 
bolism. Management, therefore, is best related 
to the clinical signs and the diagnosis reserved 
for patients who develop these. The finding 
of a few emboli in the lungs at autopsy may 
lead to excessively high reporting of this diag- 
nosis in patients dying of trauma and may 
have contributed to the past doubts of some 
of the validity of fat embolism as a serious 
disorder. 


Rationale for Heparin Therapy 


In experimental studies the only agent 
which appeared to accelerate the mobilization 
of emboli was heparin (Figs. 9 and 10). More 
rapid metabolism of nutrient intravenous fat 
emulsion in heparinized individuals has been 
noted by Shoulders, Meng and Tuggle? and 
in both cases the lipemia clearing effect of 
heparin appears to cause this response. Obser- 
vation of prompt improvement in some of our 
patients after heparin therapy supports these 
observations. Since the lipemia clearing effect 
of heparin is produced by small quantities® a 
level below full anticoagulant doses is given. 


Summary 


A series of 20 cases of fat embolism compli- 
cating long bone fractures is presented. In 
95% of cases there was a fracture of a femur 
or tibia. In 70% there were multiple fractures. 
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FIG. 10 


RATS RECEIVING EMBOLISM OF O6 MG. FAT 
PER 100 GMS. BODY WEIGHT 
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A clinic syndrome of delirium, stupor, pyrexia 
and decerebrate rigidity in the presence of 
tachycardia is the most dependable indication 
of this disorder. 

If patients survive the acute phase of this 
disorder, full recovery occurs in nearly all 
cases. 


In experimental animals a period of 4 to 5 
days is required for mobilization of embolic 
fat. In patients with many fractures staging 
of manipulations by such periods may be 
protective. 


The effect of heparin in causing a more 
rapid mobilization and metabolism of fat 
emboli in experimental animals has been 
demonstrated. This agent has been used in 
patients with signs of cerebral involvement 
with apparent improvement. 
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The Development of Acute Leukemia 
in a Patient with Pernicious Anemia 
and Diabetes Mellitus 


ALFRED H. LAWTON, M.D., MORRIS W. DEXTER, M.D., and 
FERNANDO A. RUBIO, JR., M.D.,t Bay Pines, Fla. 


SINCE THE DEVELOPMENT of acute leukemia in 
a patient with pernicious anemia is extremely 
rare, cases with this sequence of events merit 
notice. The purpose of this report, therefore, 
is to record the development of acute leuke- 
mia in a patient 25 years following the onset 
of pernicious anemia with combined system 
disease and who also had diabetes mellitus. 


Case Report 


G. H., a 72 year old white, married man was ad- 
mitted to this Center on May 11, 1959. 

In 1929, the patient was diagnosed as having dia- 
betes mellitus when he consulted a physician because 
of polydypsia, polyuria, and an acute weight loss of 
approximately 15 pounds. He was then started on in- 
sulin which he continued to take the remainder of 
his life. He was currently taking protamine zinc in- 
sulin plus regular insulin daily. The diabetes was well 
controlled, as evidenced by weight gain, disappear- 
ance of the symptoms of polyuria and polydypsia, and 
blood sugar levels within established normal ranges. 

The patient continued well until 1934 when he de- 
veloped easy fatigue, malaise and tingling sensations 
in his fingers and toes. He consulted a physician who 
found pallor and loss of vibratory sense in the legs. 
The results of a complete blood count revealed a 
Hgb. of 6.3 Gm. per 100 ml., 2.6 million RBC. per cu. 
mm., 4,800 WBC. per cu. mm., with a normal differ- 
ential picture and a color index of 1.2.* A diagnosis 
of pernicious anemia with combined system disease 
was made. He was started on parenteral liver extract, 
with complete relief of his signs and symptoms. When 
cyanocobalamine (vitamin B,,) became available the 
patient was successfully changed to this medication 
parenterally, and the blood counts remained at nor- 
mal levels until the onset of his terminal leukemic 


+From the Veterans Administration Center, Bay Pines, Fla. 


*We are indebted to Irving M. Levitas, M.D., FACP, of 
Westwood, N. J., for this information. 
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process. In November 1958, the Hgb. was 14.0 Gm. per 
100 ml., the hematocrit 45 vols.%, the WBC. 5,650 per 
cu. mm., and the differential count was normal. 

The patient continued hard labor until his retire- 
ment in 1957. He remained well until early April 
1959, when he developed a peculiar nonpruritic rash 
on his thighs and consulted a physician. Complete 
peripheral blood and sternal bone marrow examina- 
tions were made. The Hgb. was 12.3 Gm. per 100 ml., 
the RBC. was 4.0 million per cu. mm., and the hem- 
atocrit 40 vols. per 100 ml. The WBC. was 50,000 per 
cu. mm., and a differential count of blood smear 
showed the following distribution: 22% neutrophils, 
15% lymphocytes, 2% eosinophils, 4% monocytes, and 
57% blasts. The platelet count was 100,000 per cu. 
mm. The bone marrow preparation was extremely 
cellular and most of the cells were “blasts.” About 
half of them were identifiable as myeloblasts contain- 
ing typical Auer bodies. Many of the others had a 
histiocytic appearance and more closely resembled 
“monoblasts.” The patient was given dexamethasone, 
7.5 mg. daily for 10 days. There was slight improve- 
ment of the skin rash but worsening of his general 
symptoms, with increasing weakness and anorexia. 
The urine had been negative for sugar. 

When admitted to the hospital the patient's chief 
complaints were fatigue, malaise, a hot dry throat, 
loss of appetite, and loss of 10 pounds in weight in 
about 2 weeks. 

Physical examination revealed a _ well-developed, 
acutely ill white man with a T. of 100.4°F. The entire 
skin had a “granular” appearance and there were | 
cm. sized purplish, slightly raised infiltrative lesions, 
some of which had a purpuric border, on the abdomen 
and anterior thighs. There was a single 3 to 4 cm. red 
raised lesion with a white center on the right side of 
the neck. There was evidence of bleeding at the den- 
tal margins. The soft palate and pharyngeal areas 
were covered with red petechial spots and the lym- 
phoid tissues of the throat were hyperplastic and pre- 
sented vesicles. The liver was palpable one finger be- 
low the costal margin and the splenic tip was barely 
palpable under the left lateral costal margin. The left 
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testicle was small and atrophic and there was an old 
bony deformity of the right midleg. Confluent soft 
tender lymph glands were palpable in the inguinal 
and femoral areas. 

Laboratory studies revealed the Hgb. to be 12.35 
Gm. per 100 ml. (80%). The PCV. was 36 per cent. 
The RBC, was 4.12 million per cu. mm. Platelets 
numbered 138,000 per cu. mm. The WBC. was 171,250 
per cu. mm.; the differential count showed 8% neu- 
trophils-segmented, 4% neutrophils-band, 1% meta- 
myelocytes, 8% myelocytes, 52% promyelocytes, 20% 
blasts and 7% lymphocytes. Urinalysis showed 2+ 
albumin, was negative for sugar, and contained 15 to 
25 WBC. per high-power field in the urinary sedi- 
ment. Blood sugar was 200 and the blood urea nitro- 
gen was 31 mg. per 100 ml. The roentgenogram 
showed pleural thickening, mainly on the right, and 
the EKG. was normal. 

The clinical course in this patient was a rapidly 
fatal one. Along with the increasing maculopapular 
and petechial involvement of the skin, the patient de- 
veloped petechiae and hemorrhages of observable mu- 
cous membranes, conjunctivas and scleras, loss of ap- 
petite and vague gastrointestinal complaints. Five 
transfusions of 500 cc. each of whole blood were given 
during the hospitalization. 

Dexamethasone was continued, 7.5 mg. t.i.d. Twenty 
days later this medication was discontinued and pred- 
nisone, 5 mg. q.id., was given. At the same time 
6-mercaptopurine, 50 mg. t.id. was administered. 
None of these medications significantly altered the 
symptomatology, peripheral leukocyte picture, or the 
bone marrow findings. 

Cyanocobalamine was continued throughout the ill- 
ness, as was the protamine zinc insulin. No reappear- 
ance of the combined system disease was apparent but 
the patient’s blood glucose continued to increase pro- 
gressively, reaching a maximum of 562 mg. per 100 
ml, of blood, in spite of the patient’s low dietary in- 
take, increasing the requirement for insulin. This was 
met by increasing the daily dosage of protamine zinc 
insulin and by utilizing fractional coverage with regu- 
lar insulin. During hospitalization the patient devel- 
oped a low grade fever which quickly responded to 
erythromycin, 250 mg. q.id., only to reappear three 
days prior to the patient’s demise. Terminally it rose 
to peaks of 103.8°F. 

A near terminal blood count (June 1, 1959) showed 
the Hgb. to be 55%, PCV. 29 vols.%, platelets 59,400 
per cu. mm., and WBC. of 153,600 per cu. mm. The 
differential count reported 9% neutrophils-segmented, 
20% lymphocytes, 58% monocytes, 4% “blasts,” and 
9% promonocytes. However, about 60% of all white 
cells were undifferentiated stem cells or extremely 
primitive blast cells, composed of large reticulated 
nuclei with an extremely thin rim of clear blue stain- 
ing cytoplasm. 

Early in the illness agitation was a predominant 
symptom and required tranquilizers and sedatives for 
relief. As the patient’s physical condition deteriorated, 
depression became the major emotional pattern. Pre- 
terminally this merged into stupor and the patient 
expired quietly June 6, 1959. 


ACUTE LEUKEMIA—Lawton et al. 1465 


An autopsy was performed. 

Grossly, the following findings were noted. On ex- 
ternal examination, multiple petechial hemorrhages 
over the trunk and extremities were seen; internal 
examination revealed moderate amount of serosan- 
guineous fluid in the peritoneal cavity, hemorrhage 
into the parietal peritoneal surfaces, and multiple 
petechial hemorrhage of the serosa of the intestine. 
The lungs showed terminal hypostatic pneumonia. 
The gastrointestinal tract revealed only hemorrhage 
into the muscularis of stomach and focal peritonitis of 
the ascending colon. The liver weighed 2,700 Gm. and 
showed only exudate over the gallbladder fossa. The 
gallbladder was thickened and contained gallstones of 
mixed pigment type. The spleen weighed 1,600 Gm. 
and showed multiple petechial hemorrhages of the 
capsule. The pancreas was quite small. The bone mar- 
row was red and extremely cellular. Lymph nodes 
were everywhere moderately enlarged and in some in- 
stances contained small petechial hemorrhages. 

On microscopic examination the gastrointestinal 
tract revealed areas of necrosis with apparent inflam- 
mation, although the infiltrate was actually of leu- 
kemic cells. These areas largely replaced the gastric 
mucosa so only small patches of atrophic gastric mu- 
cosa were found. Likewise there was leukemic infiltra- 
tion of hepatic sinusoids, spleen, adrenals and kidneys, 
and small accumulations of leukemic cells appeared in 
the skin. The bone marrow showed total leukemic 
replacement. 

The final diagnoses established were: acute leuke- 
mia, myelomonocytic type, diabetes mellitus, and per- 
nicious anemia. 


Discussion 


Wintrobe,! in his textbook, summarizes the 
reports of 4 cases of acute myeloblastic leu- 
kemia developing in persons with pernicious 
anemia. Zarofenetis and associates* have 
added a fifth case of acute leukemia develop- 
ing in a patient with polycythemia and per- 
nicious anemia, with the unique sequence of 
Pernicious Anemia — Polycythemia — Acute 
Leukemia, to this short series. The rarity of 
the development of acute leukemia appearing 
in persons with pernicious anemia is therefore 
apparent. Even chronic lymphocytic leukemia 
appearing in persons with pernicious anemia 
is quite rare, and only 2 cases have been re- 
ported.! It would seem haphazard here to 
even philosophize on the evidence for® or 
against* the common predisposition of per- 
sons to pernicious anemia and leukemia. 

In summary, our patient had diabetes mel- 
litus of 30 years duration and pernicious ane- 
mia of 25 years duration before preterminally 
developing acute myelomonocytic leukemia. 
The extremely primitive cell types, the rapid 
rise of white blood cell count, and the leu- 
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kemic infiltration of the skin revealed the 
acuteness of the condition. Treatment was of 
no value. Unfortunately, the patient’s rapid 
demise precluded evaluating his ability to ab- 
sorb oral vitamin B,. with radioactive cobalt, 
which might have added weight to the diag- 
nosis of pernicious anemia. Nevertheless, the 
diagnosis of pernicious anemia seems to be 
reasonably well founded, as evidenced by the 
diagnostic studies done in 1934, the typical 
hematologic picture, the control through the 
years by cyanocobalamine, and the terminal 
finding of an atrophic gastric mucosa. 
Though the occurrence of these three con- 
ditions together is now a rarity, this may not 
always be so. The population is only now sur- 
viving certain metabolic diseases to live 
enough years to develop other illnesses. Spe- 
cifically, this patient represents a series of 
timely coincidences. He developed his first 
symptoms of diabetes mellitus in an age where 
insulin had become readily available. Simi- 
larly, the onset of pernicious anemia allowed 
the use of crude liver extracts which had just 
been proved efficacious in this condition. 
Later folic acid, and still later vitamin By,o, 
proved their worth in keeping his disease un- 
der control. The leukemia, however, proved 
fatal, for as yet no cure or “replacement ther- 
apy” was available. Supposing he might have 
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survived this, who knows what the fourth dis- 
ease might have been? 


With proper therapy the patient could not 
only survive diabetes mellitus and pernicious 
anemia but could remain a healthy working 
member of society, living long enough to de- 
velop yet a third systemic disease, acute leu- 
kemia, at the age of 72 years. We are becom- 
ing increasingly aware of the high incidence 
of acute leukemia in the older age group.5 
Whether age alone or other factors are re- 
sponsible is not clear as yet.® It is probable 
that physicians may soon see many cases of 
leukemia superimposed on chronic hemato- 
logic and/or chronic metabolic diseases. 


Summary 


The development of acute myelomonocytic 
leukemia in one patient after almost three 
decades of medically controlled pernicious 
anemia and diabetes mellitus has been re- 
ported. 
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Experience with Buccal and Enteric 
Coated Trypsin: Review of 200 Cases* 


JOHN M. COLEMAN, M.D., ARKELL M. VAUGHN, M._.D., 
CORNELIUS M. ANNAN, M.D., and JOHN A. CASERTA, M.D.,ft Chicago, IIl. 


There has been much discussion and at times controversy with respect to enzymes and their 


effect in inflammatory and noninflammatory edema and related conditions. 


e authors 


discuss the results of the use of trypsin by the buccal or enteric route. 


INTEREST IN THE ENZYMES in general has 
awakened new interest in the medical pro- 
fession within the past ten years. Early in- 
vestigators were convinced that intravenous 
preparations were certainly anti-inflammatory 
and anti-edematous, and erroneously they 
thought that all of these agents were throm- 
bolytic. It is little wonder that with the rather 
impure products which were available in the 
1940’s, the immediate reaction to injectables 
by virtue of the intravenous route, proved 
to be rather dramatic and catastrophic. It is 
now apparent that the rate of flow and the 
concentration of trypsin and its allied en- 
zymes may very well determine whether a 
severe state of protein shock ensues with 
consequent death. The experimental animal 
may survive and yet experience a maximum 
of discomfort. Although the critical levels 
have been poorly defined, it has become in- 
creasingly evident that the intramuscular 
route, and now the buccal and intestinal 
routes, are better suited to human thera- 
peutics. 

During the past 3 years the authors have 
had experience at first with injectable trypsin 
(Parenzyme-B) which at the outset proved to 
be clinically anti-inflammatory and _anti- 
edematous. Although injectable trypsin ap- 
peared to be quite an improvement over the 
previous forms, it nevertheless left quite a 
void in the treatment of the ambulatory pa- 
tient and the one with a prolonged hospital 
stay. It was, therefore, with much anticipa- 
tion that our present series, using both buc- 


*Read before the Section on General Practice, Southern 
Medical Association, Fifty-Third Annual Meeting, Atlanta, 
Ga., November 16-19, 1959. 

+From the Departments of Medicine and Surgery, Stritch 
School of Medicine of Loyola University, Mercy and Cook 
rd Hospitals, and the Vaughn Medical Group, Chicago, 
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cal (Parenzyme-B) and enteric coated trypsin 
(Orenzyme) was embarked upon. These prod- 
ucts permit the practitioner to maintain or, 
in some instances, institute therapy without 
daily supervision, or, for that matter, the 
discomfort which necessarily follows inject- 
able medications. 


Harper! defined an enzyme as follows: “An 
enzyme (ferment, biocatalyst) is an organic 
chemical substance which is produced by the 
activity of living organisms, plants, animals, 
and microorganisms and which modifies the 
speed of a reaction without being used up 
or appearing as one of the reaction products.” 
It is the function of these enzymes to not 
only accelerate these chemical reactions but 
is probably necessary for these reactions even 
to take place. 


According to Harper, there are several fac- 
tors which affect enzyme activity: (1) con- 
centration of the substrate, (2) concentration 
of the enzyme, (3) effect of pH, (4) tempera- 
ture, (5) products of the reaction, (6) radia- 
tion, and (7) oxidation-reduction effects. As 
in any equilibrium, the concentration of the 
substrate, enzyme, and end-products of the 
reaction determines over a wide range the 
rate and direction of the reaction. Since en- 
zymes are protein in nature, they are subject 
to the effects of pH and temperature. Most 
forms of light, as well as radiation, may alter 
or destroy enzymes. A process of oxidation 
probably inactivates enzymes and they are 
reactivated by naturally occurring reducing 
substances. 


Enzymes which are used clinically, include 
trypsin, chymotrypsin, streptokinase ribo- 
nuclease and desoxyribonuclease, hyaluroni- 
dase, cholinesterase and plasmin. Our interest 
here is principally in trypsin. 
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The Effect of Trypsin 


Trypsin is one of the pancreatic enzymes 
which catalyze the hydrolysis of proteins in 
the intestinal tract. The name trypsin, de- 
scribing the cleaving properties, was given 
to the enzyme by Kuhne in 1867.2 Trypsin 
arises from the activation of its precursor, 
trypsinogen, usually by the intestinal enzyme 
enterokinase. However, this reaction may be 
autocatalytic in nature, ie., trypsin can 
catalyze its own formation from trypsinogen 
as well as that of being able to catalyze 
chymotrypsin from chymotrypsinogen. In 
vitro studies have shown clearly that trypsin 
can lyse a clot, but only at doses that entirely 
destroy clotting substances; in such a system 
there is no resynthesis or replacement of these 
factors. There is disagreement in the changes 
that occur in the induced clots in rabbits’ ears 
and so the final effect of trypsin on clots re- 
mains controversial. In general, it is true, 
however, that large doses of trypsin are neces- 
sary to reverse clot formation. 


Mode of Action. One of the aspects of 
an inflammatory process is in part due to 
the fibrin deposition with the consequent 
formation of a mechanical barrier in the 
lymphatics and tissue spaces. These macro- 
molecules form a barrier at the capillary level 
affecting the pore size of this semipermeable 
membrane. The opinion is held that trypsin 
depolymerizes the macromolecules which con- 
sist of protein, hyaluronic acid and nucleic 
acid. Restoring porosity releases intracellular 
fluid and restores biological continuity. 

Evidence to support buccal and oral ab- 
sorption came first from studies in lower 
animals made by Brendel, Beiler and Mar- 
tin’ in their experiments with rats. They 
were able to show inhibition of induced 
edema due to egg white when trypsin was 
dropped in the buccal pouch. These same 
authors later were able to demonstrate that 
trypsin was well absorbed from the ileum. 

When treating the same type of egg white 
edema, trypsin proved in lower animals to 
be somewhat superior to the other enzymes 
being studied. It was shown by Innerfield5 
that in 127 patients with inflammatory and 
edematous states there was consistent reduc- 
tion of edema in the treatment of various 
clinical states with buccal trypsin. Other in- 
vestigators, such as Miller and associates* have 
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TABLE 1 


RESULTS ont PATIENTS TREATED ENTERIC 
TED AND BUCCAL TRYPSIN 


Number of 
Patients Condition Results 
90 Edema 
(51) Due to trauma 
(39) Due to infection 90 Good to excellent 
35 Thrombophlebitis 35 Good to excellent 
33 Postoperative edema 33 Good to excellent 
14 Peripheral vascular to excellent 
air 
28 Miscellaneous 27 Good to excellent 
1 Fair 


also found buccal trypsin (Parenzyme-B) and 
enteric coated trypsin (Orenzyme) to be ef- 
fective clinically in a variety of edematous 
and inflammatory states. 

Mode of Study. Patients in general were 
chosen from a group consisting of those suf- 
fering from edema following operation, 
trauma, or infection, thrombophlebitis, pe- 
ripheral vascular ulcerations, and edematous 
states, as shown in table 1. 

The schedule of treatment varied in our 
series from 2.5 to 10 mg. of buccal trypsin 
to 20 to 40 mg. of enteric coated trypsin, 4 
times daily. The shortest course of treatment 
was 12 hours in one patient, and the longest 
term of therapy was 2 weeks in 2 patients. 
The over-all average in the series was 5 days. 
There was also included a group of miscel- 
laneous conditions, selected at random for a 
trial of treatment with oral trypsin and buc- 
cal trypsin as shown in table 2. 


TABLE 2 


RESULTS IN MISCELLANEOUS CONDITIONS TREATED 
WITH ENTERIC COATED AND BUCCAL TRYPSIN 


Number of 


Patients Condition 


Lymphosarcoma with infection 
Tenosynovitis 

Frostbite 

Intercostal neuritis 
Calcaneal spur 

Urticaria 

Bronchial asthma 
Postoperative parotitis 
Decubitus ulcers 

Pleural effusion 
Infected warts 
Inflammation of old scar 
Pancreatitis 

Trench mouth 
Eczematoid dermatitis 
Bursitis 


In the above group there were 27 good to excellent with 
1 fair result. 
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As shown in the foregoing tables, the results 
in all groups were good to excellent, and there 
were but 2 patients in whom results were 
considered to be poor, inasmuch as their re- 
sponse was somewhat questionable. 


Comment 


It is apparent from our study of 200 pa- 
tients, including a variety of clinical syn- 
dromes, and in a more limited sense including 
a group of patients who had inoperable or 
irreversible diseases, that oral preparations of 
trypsin may effectively aid in reducing both 
the morbidity and length of convalescence. 
Although the exact mode of action remains 
to be established by the biochemist, it is prob- 
able that depolymerization of the protein 
molecules in the capillary bed increases the 
exchange of intravascular and extracellular 
fluid, and thus allows restoration of biologic 
continuity. This, in our experience, has added 
materially in the recovery of patients. In our 
series the conventional means of therapy was 
not excluded, but rather trypsin therapy was 
applied to those patients who appeared to 
be unresponsive to the conventional forms 
of therapy. It is, therefore, possible to assume 
that this adjunct, when added to the other 
forms of therapy and, in some instances, when 
used by itself, very definitely reverses inflam- 
matory and edematous states. We are further- 
more convinced that the drugs have no throm- 
bolytic action and act only in edema and 
inflammation, unless used in very toxic doses. 

We did not separate the patients who were 
treated with buccal from those treated with 
enteric coated trypsin. This has not been un- 
dertaken in the present study because previous 
work has not shown any difference in response 
to the two forms of the same oral drug. There 
has been some minor difficulty with burning 
of the mouth in two patients, but if the 
patient is properly oriented in the use of the 
drug this does not occur. We are presently 
more satisfied with the administration of the 
enteric coated form of the drug (Orenzyme) 
since it does not require as much cooperation 
by the patient as does the buccal form (Paren- 
zyme-B). 


Summary 


A review of clinical studies in 200 patients 
with common problems related to edema and 
inflammatory states, and treated with enteric 
coated and buccal trypsin is presented. 


EXPERIENCE WITH BUCCAL AND ENTERIC COATED TRYPSIN—Coleman et al. 1469 


This study was based on laboratory expe- 
rience with enteric coated and buccal trypsin 
and encouraged by the evidence demonstrated 
by Beiler and Martin’ that proteolytic en- 
zymes penetrate connective tissue and are ab- 
sorbed by direct instillation into the ileum. 


We encountered little or no side effects in 
the use of either the enteric coated or buccal 
forms of trypsin therapy. 

It was found that although the injectable 
trypsin was a useful adjunct, the enteric and 
buccal forms of the drug may now act as a 
supplement to both the injectable form of 
trypsin and conventional means of therapy. 
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Discussion (Abstract) 


Dr. Ben H. Jenkins, Newnan, Ga. Dr. Coleman 
is to be congratulated on his presentation of a very 
difficult subject. Anyone who has ever worked with 
the proteolytic enzymes have found them at times 
to be a very frustrating study. 

We can see the accomplishments of these enzymes, 
yet at the same time we are not at all sure how they 
accomplish their work. Gradually the use of enzymes 
is increasing in everyday medical practice and every 
doctor, regardless of his specialty, should include them 
in his armamentarium. We know now that both 
trypsin and chymotrypsin provide a very valuable 
adjunct to the treatment of many varied pathologic 
conditions. The use by injection, oral, and derma- 
tologic route have proven time and time again the 
work of these enzymes. My personal belief has been 
that the injectable route is the method of choice, but 
as outlined by Dr. Coleman, there are numerous 
objections or difficulties maintaining injection therapy 
over a long period of time; consequently, initial in- 
jection to be followed by the oral route is now my 
method of choice. I have found that in ophthalmologic 
conditions the oral route does not appear to work as 
well and would recommend that in these cases the 
injection method be used exclusively. In any severe 
condition, I suggest the injection method be followed 
until definite results are noted and then the patient 
be switched to the oral route. 
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I would like to again congratulate Dr. Coleman 
on his excellent paper and suggest to the doctors 
present who are not familiar with the use of the 
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CLINICAL NOTE 


Anaphylactoid Reaction to an Oral Synthetic Penicillin 
R. R. Brown, M.D., Romney, W. Va. 


A 32 year old white man, after having been advised to take penicillin for 
an infected tooth, was seen by his physician who prescribed the relatively 
new synthetic penicillin in tablet form (Syncillin). He was not asked whether 
he had ever had asthma, hay fever, urticaria, or previous reaction to 
penicillin. 

Almost immediately after taking the first tablet, the patient had a feeling 
of suffocation in the neck and upper chest and marked wheezing. A diffuse 
erythematous rash developed, involving the entire body, and soon thereafter 
generalized urticaria, with marked itching, beginning on the scrotum. There 
was an associated and increasing anxiety and a fear of death. I saw the 
patient soon after this reaction, and gave 0.3 cc. of epinephrine and 5 cc. of 
Benadryl. Approximately 10 minutes afterward the wheezing ceased and the 
erythema and urticaria began to fade. He made an uneventful recovery 
without any further treatment. 

Upon questioning, the patient stated that he had had hives frequently, from 
unknown causes. He denied having taken penicillin previously in any form. 

Comment. This case further emphasizes the importance of obtaining a 
history of known allergy. The indiscriminate use of penicillin should be dis- 
couraged and discontinued. 
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proteolytic enzyme that they familiarize themselves 
with these drugs and avail themselves of an important 
adjunct to practically all types of medicine. 
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What Will You Let Your Industrial 


Nurse Do? 


DORIS L. GRIGG, R.N.,t Atlanta, Ga. 


To BE TALKING TO A GROUP OF DOCTORS this 
early in the morning is a little unusual for 
me. As a nurse it is usually the reverse. The 
first of the day is for the receiving of instruc- 
tions from the doctor. 


Nonetheless, it is a great pleasure to have 
the opportunity of discussing the activities of 
the Registered Nurse working in industry 
with you. 

Last week, while attending the joint con- 
vention of the Georgia State Nurses Associa- 
tion and the Georgia Association of Indus- 
trial Nurses, we were privileged to hear Dr. 
A. Hamblin Letton speak on “The Physi- 
cian’s Viewpoint.” Essentially, the physician’s 
viewpoint is that this problem of health and 
our work with medicine is one that involves 
a partnership,—a partnership between the 
nurse and the physician. In industry this part- 
nership has been expanded to include hygien- 
ists and engineers. 

With partnership in mind, I would like to 
review the average minimum scope of the 
duties universally accepted as basic for the in- 
dustrial nurse. It is with the thought that 
there is more information and help which you 
as doctors can give to the nurses, and they, in 
turn, can provide you with more information 
and better follow-up of your patients. A bet- 
ter understanding of the capabilities and in- 
terests of the industrial nurse will assist the 
physician in enlarging and increasing the 
scope and benefits of the in-plant nursing 
service by utilizing the professional and per- 
sonal capabilities of the in-plant graduate 
registered nurse. 

The industrial nurse is a very important 
person. She represents the sole contact that 
many nonmedical people have with the nurs- 
ing profession. She is the professional medi- 


*Read before the Section on Industrial Medicine and Sur- 
gery, Southern Medical Association, Fifty-Third Annual Meet- 
ing, Atlanta, Ga., November 16-19, 1959. 


+From the Division of Industrial Health, Liberty Mutual 
Insurance Company, Atlanta, Ga. 
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cal person most often seen by management 
and labor, and she is the personal representa- 
tive of the industrial physician as well. Her 
functions are varied and depend to a large 
degree on the composition and type of medi- 
cal staff which management has established. 
Most often the nurse is a full-time employee, 
and in many instances is the only full-time 
medical employee. 


Good medical care is a matter of attitude 
as well as availability. The patient must be 
receptive to good care; professional personnel 
must wish to deliver good care. This whole 
complex of human behavior is affected by the 
mature and competent functioning of the 
nurse in industry. The nurse meets the pa- 
tient most often and first, and the patient's 
whole attitude will derive from his feelings 
toward the nurse. The nurse acts as the physi- 
cian’s representative and his whole compe- 
tency to aid the patient is affected by what is 
done by the nurse before and after he sees the 
patient. Wise medical attitudes on the part of 
management can rarely be fostered in any 
other way than by daily nurse-physician 
relationship. 

What then are the basic minimum duties 
of the nurse in industry which the physician 
can utilize to improve and maintain the care 
of employed people? 

1. Give emergency care for all occupation- 
al injuries, preferably under the direction of 
some form of standard nursing procedures 
from you, the physician. 

2. Give treatment for occupational injuries 
and illnesses under the supervision of the 
physician in charge of the case. 

3. Give emergency care of nonoccupational 
disabilities and see that the patient is referred 
to the plant physician and/or his own physi- 
cian for further treatment, if indicated and 
necessary. 

4. Organize and maintain a clean, smooth 
running, and efficient health service unit. 
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5. Keep currently informed about plant 
processes and materials. This can be accom- 
plished by frequent tours through the plant 
and conferences with departments and divi- 
sion heads, foremen, purchasing agents, and 
others as may be indicated. 

6. Participate in the preplacement, peri- 
odic and annual medical examinations of 
workers. 

a. Interview workers to explain the purpose 
of the examination, the procedures and their 
significance. 

b. Obtain and record the personal and oc- 
cupational history of the worker. 

c. Complete as much of the examination 
as is approved and desired by the physician. 
This may include making routine tests and 
measurements, such as height, weight, hear- 
ing, visual acuity, urinalysis, dental inspec- 
tions, taking the blood pressure, pulse, tem- 
perature, and respiration, and obtaining spec- 
imens for serologic examination and other 
laboratory tests. 

d. Assist the physician with the physical 
examination as necessary and chaperone 
women workers. 


e. Confer with workers to interpret medi- 
cal findings, plant policies for health and 
welfare, and to assist them in making plans 
for their necessary care. 

f. Make periodic inspections for symptoms 
and indications of occupational diseases, as of 
employees working with benzene, lead or 
other toxic substances. 

g. Interview workers in connection with 
return-to-work permits to assure their fitness 
for work. 

7. Participate in the plant health and 
safety education program by: 

a. Integrating health instructions in the 
training program for new employees. 

b. Doing some health and/or safety teach- 
ing during each service to the employee. 

c. Doing follow-up for correction of re- 
medial defects. 

d. Giving health supervision to workers 
with chronic conditions and seeing that they 
periodically consult their private physician. 

e. Assisting in the rehabilitation of em- 
ployees with physical handicaps. 

f. Keeping workers informed regarding cur- 
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rent local health problems and health pro- 
grams through the use of posters, pamphlets, 
movies or slides, and/or group talks as indi- 
cated. 

g. Contributing timely health articles to 
plant publication. 

h. Promoting and assisting in the organiza- 
tion of classes to meet specific needs such as 
personal hygiene, nutrition, etc. 

i. Assisting in the placement of workers, 
according to physical and mental fitness. 

j. Analyzing reports for evidence of condi- 
tions needing improvement. 

k. Attending and participating in meetings 
of safety committees. 

l. Assisting in the promotion and, “‘if nec- 
essary,” teaching first aid classes for employees 
from each department. 

m. Promoting the proper use of protective 
equipment and when indicated, demonstrat- 
ing the care of such equipment. 

8. Assisting with plant sanitation by: 

a. Knowing the requirements of state fac- 
tory laws that pertain to elimination, ventila- 
tion, cleanliness, eating facilities, and provi- 
sions for adequate toilets as well as for rest, 
wash and change rooms. 

b. Presenting suggestions to management 
for the improvement of all phases of plant 
environment that affect the health and morale 
of the worker. 

9. Participate in plant welfare activities 
by: 

a. Interpreting Group Sick Benefit—Hos- 
pitalization and Life Insurance plans. 

b. Counseling workers on all health and 
welfare problems of concern to them. 

c. Assisting in the development of recrea- 
tion programs as indicated. 

d. Promoting and assisting in securing and 
maintaining adequate eating facilities for all 
employees. 

e. Cooperating with all community health 
and welfare agencies to the end that em- 
ployees have adequate help in meeting their 
problems of nonoccupational as well as occu- 
pational origin. 

10. Maintain, in confidential files, and reg- 
ularly analyze the employee records and 
health service reports. 
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a. Maintain an individual record for each 
employee seen in the health service unit. 

b. Record every service rendered to each 
individual employee on his individual record 
and use this record as the basis for health 
counseling and referral. 

c. Make compensation reports according to 
plant policy. 

d. Submit weekly or monthly and annual 
reports to the physician and/or management; 
and interpret such reports as evidence of 
accomplishment or as needs for further 
activities. 

11. Keep abreast with the developments in 
science, in industry and in her profession 
through: 

a. Active membership in professional and 
civic organizations. 

b. Reading of professional and industrial 
magazines. 

c. Participation in study groups. 

d. University study when possible. 

As you know, Industrial Health Programs 
vary from simple emergency and first aid 
treatment to comprehensive programs which 
include both curative and preventive medi- 
cine. Naturally, the economic value of the 
nurse would depend on the type of medical 
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program carried on in the plant. In addition, 
it would depend to a great extent on three 
other factors: 

1. Management interest and support. 


2. The enthusiasm and ability of the nurse 
personnel. 


3. The interest, support and direction of 
the physician. 

The attitude of the worker toward the med- 
ical department also must be taken into con- 
sideration. However, if the medical depart- 
ment is properly operated for the benefit of 
the worker and if they are properly treated as 
human beings, we need not worry about the 
employees’ acceptance. 

With the nurse in industry involved, associ- 
ated, or acquainted with all these activities, 
you can well see that she has a wealth of in- 
formation to give you which will be of tre- 
mendous assistance to you in the diagnosis, 
treatment and follow-up of your patients. 


If you create the proper climate, the nurse 
will feel free to provide you with additional 
information and will request assistance and 
direction more readily. 


What will you let the industrial nurse 
working in your plants do? Will you let her 
help you? Will you utilize her more? What 
will you do? 
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NOVEMBER 8, 1985 


The popular department in the Journal 
titled ““T'wenty-Five. Years Ago” prompts spec- 
ulation in the opposite direction, twenty-five 
years ahead. Friday, November 8, 1985, will 
be a clear day with invigorating sunshine. 
The member of the Southern Medical Asso- 
ciation having returned from St. Louis, where 
he attended the seventy-ninth annual session, 
will find that several diseases and present day 
situations will have changed. The stimu- 
lating day will be brightened by the reali- 
zation of intriguing!medical advances during 
the last quarter of a century. The contrast 
will be most striking to those who read this 
and are fortunate enough to be active then. 

The common cold will be preventable by 
vaccine. Anterior poliomyelitis, as a result of 
successful immunization, will be as rare as 
typhoid fever is today. In 1985 syphilis will 
virtually be an historical disease. The few 
new syphilitic infections will originate outside 
the continental United States. Tuberculosis 
almost will have been eradicated by chemo- 
therapeutic agents. There will be no gastrec- 
tomies for the treatment of intractable duo- 
denal ulcers. Drug therapy, diet and medical 
management will be curing all of them. Car- 
cinoma in all anatomic locations will be 
sharply reduced in incidence. Cancer of the 
stomach will have favorably progressed on the 
mortality scale so that half are curable. Ad- 
vances in enzymology will have permitted cure 
by drugs, isotopes and hormones, through the 
correction of abnormal intracellular metabolic 
processes. 

Successful anastomosis of the previously 
sectioned Fallopian tube will be common- 
place. The treatment of infertility will have 
increased so many more clinicians will be 
limiting their work to this field and they will 
be locating in the smaller cities. Rather than 
the husband consulting the urologist and the 
wife the gynecologist, the fertility specialist 
will treat both male and female partners. 

Atherosclerosis will be better controlled and 
will be delayed to more advanced years of 
age. The average span of life will have ad- 
vanced to 85 years. In the case of cardiac in- 
farction the prognosis will be much more 


accurately predictable. In the field of oph- 
thalmology, contact lenses will have replaced 
spectacles. Gallstones will continue to be a 
frequent clinical problem but surgical ther- 
apy will have been enhanced in efficiency. 
Likewise urinary calculi will still be on hand 
but with improved methods with which to 
treat them. Another prediction in the field of 
urology: Transurethral prostatic resections 
will be on the decline with radical prostatec- 
tomy increasing in frequency. Abdomino- 
perineal resection and the artificial anus will 
be obsolete. 

The Association will have doubled in size 
and will boast 28,000 members. It will have 
provided nine additional presidents of the 
American Medical Association. There will be 
eight more medical colleges in the United 
States and the currently predicted shortage of 
doctors will not have materialized. 


Should this sketchy and incomplete fore- 
cast be found in error in any of its several 
parts by November 1985, write the editorial 
staff so that a corrective progress note may 
be published. 


Stanley A. Hill, M.D. 


SURGICAL TREATMENT OF 
OCCLUSIVE CEREBROVASCULAR 
DISEASE 


This is a topic which has been discussed 
with increasing frequency in the medical liter- 
ature, and much clinical information is being 
gained in a number of medical centers by the 
accumulation of statistics on indications for, 
and the results of the surgical approach to 
this problem. It is too early to predict just 
what the ultimate result will be though, as is 
commonly true in a new field, indications will 
probably become narrowed and the limitation 
of surgery more clearly defined. 

Thus it is of interest to review some of the 
points made in a symposium on the topic at 
the Mayo Clinic.1 


Definition is important and thus the discus- 
sion was based on “ischemic stroke,” “focal” 


1. Symposium on Surgical Treatment of Extracranial Oc- 
clusive Cerebrovascular Disease, Proc. Staff Meet. Mayo 
Clin. 35:473, 1960. 
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in concept (i.e., a portion of the brain receiv- 
ing a deficient amount of blood) and “clini- 
cal” by virtue that symptoms or signs are rec- 
ognized as a result of the deficiency of blood. 
It is further emphasized that arteries supply- 
ing the brain may be severely narrowed by 
arteriosclerosis without clinical evidence of 
disturbance. One must also keep in mind “in- 
termittent” ischemia as against an infarct with 
irreversible loss of function. 

Siekert! then defines the “incipient stroke” 
characterized by episodes of temporary ische- 
mia, of 15 to 30 minutes duration, of variable 
frequency and number. He estimates that 
about half of these patients will subsequently 
have an infarction in this area. The syndrome 
will point to intermittent ischemia of either 
the carotid arterial system or the vertebral- 
basilar arterial system. These are well sum- 
marized by the author and the differential 
diagnosis considered. By ‘“‘advancing stroke,” 
Siekert means an increasing neurologic deficit 
under cbhservation—progressing for a short 
while, of up to but rarely over 24 hours. 
When the deficit becomes stable the author 
speaks of a “completed stroke.” Since the de- 
gree of re-establishment of function over days 
and weeks is variable, the evaluation of ther- 
apy is extremely difficult. 


In his discussion of selection of patients for 
arteriography and/or surgical treatment, 
Whisnant makes several pertinent points. Sur- 
gical treatment is prophylactic in an attempt 
to prevent further ischemia in the patient who 
has intermittent ischemia, an advancing stroke 
or one who has only a mild deficit after a 
completed stroke. Arteriography is to be used 
only if the disease is serious enough to war- 
rant surgical consideration and if the patient’s 
age and general health justify surgical inter- 
vention. If arteriography reveals no disease 
operation is not to be considered. If arterial 
stenosis is found but a severe neurologic de- 
ficit is present, the likelihood of improving 
the blood supply is small. If obstruction is 
found in a patient with intermittent symp- 
toms it would appear desirable to operate. 
This might also seem to apply to obstruction 
with a mild completed stroke. However, the 
author makes the point that if this has been of 
some days duration the obstruction has prob- 
ably extended distally, and that the occlusion 
can not be relieved without the danger of 
emboli. At the time of an advancing stroke, 


EDITORIALS 1475 


moving rapidly is important and Whisnant 
believes heparin should be used not only in an 
attempt to delay the process while arteriog- 
raphy is being done, but also to avoid progres- 
sion of obstruction distally and avoid the 
situation mentioned above. 

Baker considers the technic of arteriography 
and the results in 70 patients. He emphasizes 
that these are not done diagnostically but only 
as a “prelude to definitive surgical treatment.” 
By careful selection of patients then, three 
fourths of the 70 had lesions shown by arteri- 
ography. He emphasizes careful selection since 
9% of the 70 had permanent complications 
and 11% transient ones,—most complications 
were neurologic—hemiparesis and/or aphasia. 

Ellis, in reviewing the results of their limit- 
ed material, indicates the need for a long-term 
follow-up of patients treated by anticoagu- 
lants and those treated by operation to estab- 
lish relative merits of each. He points to the 
risks of surgical intervention, and especially if, 
in the absence of retrograde bleeding in an 
occluded internal carotid artery, manipula- 
tion of a clot is done. The author believes the 
most favorable patient for surgical treatment 
is one “in the incipient stage of the disease 
without neurologic deficit whose disease is 
unilateral and stenotic rather than occlusive.” 
He emphasizes the proper selection of cases. 

Finally, Millikan, in summary, again de- 
cried arteriography for diagnosis, emphasizing 
its hazards, and indications only after a clinical 
diagnosis is established by history and physical 
examination. He again emphasized the pro- 
phylactic nature of surgical treatment, and re- 
ferred to operations on patients hemiplegic 
for days or weeks as surgical stunts. The perti- 
nent point is made that “the exact interrela- 
tionship between atherosclerotic segmental 
carotid stenosis and attacks of intermittent 
carotid insufficiency has not been delineated,” 
and referred to the high incidence of such 
lesions in consecutive necropsies in persons 
over 50 years of age and many without evi- 
dence of cerebrovascular disease! 

Millikan’s final statement may well be the 
last sentence in this review of the published 
symposium. “Atherosclerotic stenosis of extra- 
cranial vessels without symptoms is so com- 
mon and the natural history of these lesions 
with symptoms is so variable that a number of 
years of study will probably be needed to ac- 
curately define the role of surgical treatment.” 
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Experimental and Pathological Aspects of Silicosis.* 


“The purpose of this paper is to present certain 
aspects of human and experimental silicosis and to 
report some of the recent advances in this subject, 
along with some of the difficulties that are being en- 
countered by its investigators. 

“Silicosis is an industrial disease of increasing im- 
portance that has been recognized by the clinician for 
the past hundred years... . 

“The investigators of any pulmonary disease caused 
by the inhalation of silicon compounds are chiefly 
concerned with the extremely fine particles that gain 
entry to and are retained by the lung. In silicosis the 
majority of these particles are under three microns 
and very few are over five microns in their greatest 
diameter. 

“The most satisfactory method for the histological 
demonstration of siliceous material in tissue is that 
of microincineration. This consists of placing an ordi- 
nary histological section on a glass slide and heating it 
to a dull red until all the organic substances are re- 
moved. The inorganic material is left behind and is 
so remarkably in situ that the skeletons of single cells 
can be identified. . . . 

“Recent investigations by McNally in this country, 
and Fowether in England, place the amount of siliceous 
material in the lungs of normal individuals as 100 to 
200 milligrams per cent dry weight. Belt, King and I 
have recently investigated the amount of siliceous 
material in the tissues of individuals who had been 
exposed only to the dust present in the ordinary 
atmosphere and whose tissues showed no evidence of 
any fibrosis associated with the siliceous material 
present. Thirty-five tissue specimens were studied from 
each of six individuals coming to autopsy, the ages 
being from two months to 78 years... . 

“Particular attention was paid to the lungs and 
pulmonary lymphatics, as they contained large amounts 
of siliceous material. On this account 30 additional 
normal lungs were studied to enlarge the series. In 
the total 36 lungs we found that the amount of 
siliceous material was the same at birth as in the other 
tissues, but there was a gradual increase until the third 
or fourth decade, when a level of 100 to 200 milli- 
grams per cent was reached that more or less persisted 
in the later decades. .. . 

“The amount of siliceous material in the peri- 
bronchial and mediastinal lymphatic glands increases 
proportionately with the age of the individual. From 
the beginning of the third decade these glands con- 
tain tremendous amounts of siliceous material when 


*Irwin, Dudley: The Experimental and Pathological Aspects 
of Silicosis, Ann. Int. Med. 9:540, 1935. 
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compared with the other tissues, usually 2000 to 4000 
milligrams per cent and not uncommonly in advanced 
years, 5000 milligrams per cent dry weight. These 
glands contain from 10 to 25 times as much siliceous 
material as the corresponding lung tissue and from 
50 to 80 times as much as the other tissues, apart from 
the lungs. ... 

“These findings make several points clear. First, 
large amounts of siliceous material can exist in the 
pulmonary lymphatics for long periods without pro- 
ducing any pathological lesions. Secondly, the black 
pigment in lung or pulmonary lymphatic tissue is 
almost without exception a guide to the amount and 
distribution of the siliceous material present. Thirdly, 
the inclusion of peribronchial lymphatic nodes in the 
tissue of a lung suspected of being silicotic will give a 
false impression of the amount of siliceous material 
present. ... 

“The first and most important lesion in any 
pneumonokoniosis is the functional failure of this 
mechanism of elimination. Strachan and Simson of 
South Africa, state that in silicosis a dry bronchiolitis 
is a constant feature and may be an important de- 
termining factor in the lung invasion. The patho- 
genesis of the failure of this mechansim is not known. 
It may be damaged in several ways. . . . 

“Recently Robson, King and I subjected rabbits to 
an atmosphere containing a concentration of nitro- 
gen dioxide 1 in 10,000, and of sulphur dioxide 1 in 
20,000. The rabbits were exposed to this gas mixture 
for two hours daily five days a week. In the course of 
a few weeks all these animals showed diffuse lesions 
in the bronchial tree characterized by loss of cilia, 
degeneration and desquamation of the epithelium and 
in some cases a metaplastic change from columnar- 
ciliated to non-ciliated stratified epithelium. There 
was also a lymphocytic infiltration of the walls of the 
bronchial tree. These lungs did not show any nodular 
fibrosis. When finely particulate quartz was added to 
the atmosphere along with these gases, all the animals 
exposed for periods of 10 weeks or more showed nodu- 
lar fibrosis containing large amounts of siliceous 
material. This fibrosis was first seen in the alveoli 
and later in the peribronchial lympatic aggregations 
and mediastinal lymphatic glands. Animals exposed 
to quartz dust alone required an exposure five times 
as long before similar lesions are produced... . 


“The size of the particles is very important. Gardner 
has shown that the injection of quartz particles one 
to three microns in diameter will produce a nodular 
silicotic fibrosis in the same period of time that par- 
ticles six to twelve microns in diameter produce only 
a foreign body reaction. Banting has not been able to 
produce silicotic nodules by the subcutaneous in- 
jection of quartz particles of colloidal size... .” 
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State News Items 


The American Thoracic Society (formerly Ameri- 
can Trudeau Society), medical section of the Na- 
tional Tuberculosis Association, is soliciting abstracts 
of papers on all scientific aspects of tuberculosis and 
nontuberculous respiratory diseases for presentation 
at its annual meeting in Cincinnati, Ohio, May 22-24, 
1961. Rules governing the submission of abstracts 
may be obtained by writing Dr. Leon H. Schmidt, 
Chairman, Medical Sessions Cemmittee, American 
Thoracic Society, 1790 Broadway, New York 19, N. Y. 

Applications for grants for medical and social re- 
search in tuberculosis and other respiratory diseases 
are now being accepted by the National Tuberculosis 
Association, through its medical section, the Ameri- 
can Thoracic Society. Dec. 15, 1960, is the deadline 
for submission of applications for the grant year 
July 1, 1961, through June 30, 1962. For further in- 
formation write the Division of Research & Statistics, 
American Thoracic Society, 1790 Broadway, New 
York 19, N. Y. 


The Richmond Academy of Medicine has been 
requested by the Virginia Civil War Commission to 
prepare a medical exhibit portraying Confederate 
Medicine during the Centennial of 1861-65. Difficulty 
has been encountered in finding suitable items for 
such a display. Photographs, oil portraits, diaries, 
etc., are solicited for this exhibit. Please direct replies 
to: Dr. Harry J. Warthen, Chairman, Confederate 
Medical Exhibits, Academy of Medicine, 1200 East 
Clay Street, Richmond, Virginia. 


The annual meeting of the Southern Thoracic 
Surgical Association will be held at the British 
Colonial Hotel, Nassau, Bahamas, Nov. 17-20, 1960. 
The Secretary is Dr. Hawley H. Seiler, 517 Bayshore 
Boulevard, Tampa, Florida. 


A two weeks postgraduate course in allergy is being 
offered by the Departments of Allergy and Applied 
Immunology of the Temple University Medical Center 
and the Graduate School of Medicine of the Univer- 
sity of Pennsylvania. Sessions will be held daily at the 
Temple University Medical Center in Philadelphia 
from Feb. 27-March 10, 1961. The tuition fee is $175.00 
and enrollment is limited. For a brochure and applica- 
tion forms write to Dr. George Blumstein, c/o Temple 
Medical Center, Philadelphia 40, Pennsylvania. 

Applications for charter membership in the Ameri- 
can Society of Diagnostic Radiology are now being re- 
ceived. Membership is open to general practitioners 
and internists who do or may desire to do some types 
of diagnostic radiology in their offices. For further in- 
formation write Dr. Louis S. Baer, 411 Primrose Road, 
Burlingame, California. 

The American College of Chest Physicians will hold 
its annual Interim Session at the Shoreham Hotel in 
Washington, D. C., Nov. 26-28, 1960. The scientific 
program includes Symposia on Congenital Broncho- 
pulmonary Disorders, The Role of Steroid Therapy in 
Chest Diseases, and Current Therapeutic Issues. Execu- 


tive Director of the College is Murray Kornfeld, 112 
East Chestnut Street, Chicago 11, Illinois. 

The American Association for the Study of Head- 
ache, recently organized, welcomes into its member- 
ship any physician—specialist or general practitioner 
—who is interested in the study of headache. Further 
information may be obtained from the Secretary, Dr. 
Bayard Horton, Mayo Clinic, Rochester, Minnesota. 

The Twelfth Annual Venereal Disease Symposium 
will be held at the Hotel New Yorker in New York 
City April 13 and 14, 1961. Physicians and workers in 
allied fields who are interested in the venereal diseases 
are invited to participate. Anyone wishing to present 
a scientific paper on a related subject should mail 
preliminary abstracts before November 25 to Dr. 
William J. Brown, Program Committee Chairman, 
Venereal Disease Branch, Communicable Disease Cen- 
ter, Atlanta 22, Georgia. 


ALABAMA 


Officers of the Alabama Society of Internal Medi- 
cine are Dr. J. O. Finney, Gadsden, President; Dr. 
Marvin Woodall, Birmingham, President-Elect; and 
Dr. William F. Hawley, Birmingham, Secretary- 
Treasurer. 

Dr. J. Randolph Penton, Montgomery, is President 
of the Alabama Heart Association. Other officers are 
Dr. Harry M. Simpson, Jr., Florence, President-Elect; 
and Dr. David Owensby, Tallassee, Vice-President. 

Dr. Leon S. Smelo, Birmingham, is President of 
the Alabama Diabetes Association, and Dr. S. J. 
Selikoff, Montgomery, is Vice-President. 

The reappointment of Dr. Robert C. Berson to serve 
on the National Advisory Council on Health Research 
Facilities was announced recently by Surgeon General 
Leroy E. Burney. Dr. Berson, University of Alabama 
Vice-President for health affairs and Dean of the Med- 
ical College, will serve through August 1961. 

Dr. J. Carroll Chambers, formerly of Montgomery, 
has been named as Deputy Health Officer for Jeffer- 
son County. 

Dr. Henry L. Schmidt is the new Manager of the 
Veterans Administration Hospital in Birmingham. 

New members of the American Academy of General 
Practice are Dr. Rayford A. Smith, Sr., Monroeville; 
Dr. James C. Johnson, Birmingham; and Dr. Thomas 
R. Lumpkin, Tuskegee. 


ARKANSAS 


A Postgraduate Course in General Pediatrics will be 
offered by the University of Arkansas, Dec. 7 and 8, 
1960, in cooperation with the Arkansas Medical So- 
ciety, the Arkansas Academy of General Practice and 
the Arkansas Academy of Pediatrics. The course will 
be presented by the faculty of the Department of 
Pediatrics under the direction of Dr. Theodore C. 
Panos, Professor and Chairman. All practitioners are 
welcome. Further information may be obtained from 
the Office of Postgraduate Medicine at the University 
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of Arkansas Medical Center, Little Rock, Arkansas. 

Officers of the Arkansas Medical Board include Dr. 
Frank M. Burton, Hot Springs, President; Dr. Jeff 
Baggett, Prairie Grove, Vice-President; and Dr. Joe 
Verser, Harrisburg, Secretary. 

Dr. David M. Russell, Jasper, has been elected Presi- 
dent of the 9th Council of the Arkansas Medical So- 
ciety. Dr. Joe Bill Hall, Fayetteville, is Secretary. 

Governor Orval Faubus has appointed Dr. John F. 
Guenthner, Mountain Home, to the State Medical 
Board. 

Dr. Wayne Glenn is a new addition to the staff of 
Lawrence Memorial Hospital in Walnut Ridge. 

Dr. John L. Hudson, Van Buren, is a new member 
of the Crawford County Medical Society. 


DISTRICT OF COLUMBIA 


Officers of the Washington Dermatological Society 
are Col. Robert S. Higdon, Chairman; Dr. Maniel P. 
Landman, Vice-Chairman; and Dr. Marc A. Weiner, 
Secretary-Treasurer. 


Dr. Robert C. Parkin, formerly of Madison, Wis- 
consin, has been appointed as Chief of Professional 
Training Services in Medical Education for the Vet- 
erans Administration in Washington. 

Dr. R. Lomax Wells has been reappointed as 
Chairman of the Medical Advisory Council of the 
American Association of Industrial Nurses. Dr. Wells 
is the Medical Director of the Chesapeake and Poto- 
mac Telephone Companies, with headquarters in 
Washington. 


Dr. Theodore O. Winship has been re-elected 
Treasurer of the American Goiter Association, Inc. 

Major Matthew D. Parrish, MC, USA, has been 
named Assistant Chief Psychiatry and Neurology 
Consultant in the Professional Division of the Army 
Surgeon General’s Office. 


Officers of the Washington Heart Association in- 
clude Dr. John W. Latimer, Jr., President; and Dr. 
Henry D. Ecker, Secretary. 

The Rheumatism Society of the District of Colum- 
bia has elected Dr. Elbert T. Phelps, President; Dr. 
Raymond Scalleter, Vice-President; and Dr. William 
R. Felts, Jr., Secretary-Treasurer. 


Dr. Bruce I. Schnider, Assistant Professor of Medi- 
cine at Georgetown University School of Medicine, 
has been appointed Assistant Dean of the School. 

Dr. Kenneth R. Nelson, Chief of the Division of 
Hospitals, Public Health Service, has been named 
Chief Medical Officer of the United States Coast 
Guard. 


Dr. George E. Schreiner has been elected a mem- 
ber of the Council of the American Society for Artifi- 
cial Organs and re-elected Editor of Transactions of 
the Society. He was also re-elected Secretary-Treasurer, 
a member of the Executive Committee, and Chair- 
man of the Publication Committee of the American 
Federation for Clinical Research. 


FLORIDA 


Dr. L. Roland Young, Daytona Beach, has been 
elected to membership in the American Society of 
Medical Psychiatry, Inc. 
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New members of the Florida Medical Association 
are Dr. Robert T. Braman, Fort Lauderdale; Drs. 
Irving L. Breakstone, and Otto L. Churney, Miami; 
Dr. Willard H. Cleveland, Cocoa; Dr. Limbano Cobos, 
Tampa; Dr. Antonio J. Duany, Tampa; Dr. Harry 
C. Dobbrunz, Hollywood; Dr. James L. Eavey, Cocoa; 
Dr. William H. George, Miami; Dr. William F. Hill, 
Jr., Sebring; Dr. Ephraim Horland, Miami; Dr. James 
B. Hutcheson, Tampa; Dr. Thomas C. Kenaston, Jr., 
Cocoa; Dr. Maurice H. Laszlo, North Miami; Dr. 
Howard S. MacGregor, Melbourne; Dr. William J. 
McShane, Coral Gables; Dr. William P. Mimnagh, 
Jr.. Pompano Beach; Dr. Dean C. Moore, Grassy 
Key; Dr. Miguel A. Mora, North Miami Beach; Dr. 
Henry D. Perry, Jr., West Hollywood; Dr. Nicholas 
W. Sacrinty, Jacksonville; Dr. Richard P. Schmidt, 
Gainesville; Dr. Myron I. Segal, Hollywood; Dr. 
Marion M. Sherman, Jr., Cocoa Beach; Dr. Richard 
T. Smith, Gainesville; Dr. Doris F. Bate, Miami Beach; 
Dr. Jerry D. Culberson, St. Petersburg; Dr. Quentin C. 
DeHaan, Brandon; Dr. Fredie P. Gargano, Miami; Dr. 
Gordon W. Hayslip, West Palm Beach; Dr. James D. 
Hodnett, Pensacola; Dr. David Kasner, Coral Gables; 
Dr. Gene Moore, Wauchula; Dr. Margaret Locke 
Moore, Wauchula; Dr. Fred P. Nisi, Port Charlotte; 
Dr. James C. Pringle, Miami; Dr. Guillermo A. Puente- 
Duany, Miami; Dr. George A. Segal, Hialeah; Dr. 
Joaquin Urquiola, Tampa; Dr. Ronald E. Wilbur, 
Fort Lauderdale; and Dr. Paul L. Youmans, Chipley. 

Dr. M. Jay Flipse, Miami, is the new President of 
the American College of Chest Physicians. 


GEORGIA 


Dr. Braswell E. Collins, Macon, has been certified 
in ophthalmology by the American Board of Oph- 
thalmology. 

Dr. Leo A. Erbele, Macon, was recently certified 
by the American Board of Clinical Pathology. 

Dr. Virginia D. Hamilton, Cartersville, has been 
notified by the American Board of Preventive Medi- 
cine that she has successfully passed the examination 
for certification in public health work. 

Dr. A. A. Rogers, Commerce, has been elected a 
member of the City Board of Education. 

Dr. Milton Mazo, Savannah, is President of the 
Georgia Pediatric Society and Dr. John Leslie, Deca- 
tur, is President-Elect. 

Dr. William G. Hamm, Atlanta, has been named 
to honorary membership in the Phi Beta Kappa 
Society at the University of Georgia. 

New members of the Medical Association of Georgia 
include Dr. Ardvern K. Fidler, Milledgeville; Dr. 
Ulrich A. Harte, Newnan; and Drs. Wayne L. God- 
bold, Conrad P. Grossman, Dixon A. Lackey, Jr. 
Robert L. McDowell, Marian F. Olansky, James M. 
Perkins, Edward A. Prieto, Sterling J. Ritchey, and 
Roy A. Wiggins, Jr., all of Atlanta. 

The annual meeting of the Georgia Society of Oph- 
thalmology and Otolaryngology will be held at the 
General Oglethorpe Hotel, Wilmington Island, Savan- 
nah, March 2-4, 1961. Dr. James T. King, 516 Baptist 
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Primary Tumors of the Calvaria. By Franklin Jelsma, M.D., 
Assistant Professor of Neurosurgery, University of Louisville. 
110 pages. ee. Ill.: Charles C. Thomas, Publisher, 
1960. Price $7.00 


Essentials of Orthopaedics. By Philip Wiles, M.S., F.R.C.S., 
F.A.C.S., Senior Orthopaedic Surgeon to the Middlesex Hos- 
pital. Third edition, 567 pages, 417 figures. Boston: Little, 
Brown & Company, 1959. Price $13.00. 


The Older Patient. Edited by Wingate M. Johnson, >, 
Professor Emeritus of Clinical Medicine, Bowman Gray Sc hool 
of Medicine. 564 pages. New York: Paul B. Hoeber, Inc., 
1960. Price $14.50. 


Practical Neurological Diagnosis. By R. Glen Spurling, M.D., 
Professor of Neurosurgery, University of Louisville School of 
Medicine. Sixth edition, 239 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1960. Price $6.75. 


Postmortem Homografts. By James Barrett Brown, M.D., and 
Minot P. Fryer, M.D., Department of Surgery, Plastic Surgery 
Service, Washington University School of Medicine. 64 pages. 
en Ill.: Charles C. Thomas, Publisher, 1960. Price 
$5.50. 


A Dictionary for Medical Secretaries. By Isabel Alice Stanton, 
Secretary, Director of Graduate Training, Baylor University 
College of Dentistry. 173 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1960. Price $6.50. 


A Primer of Electrocardiography. By George E. Burch, 
M.D., Henderson Professor of Medicine, Tulane University 
School of Medicine; and Travis Winsor, M.D., Assistant 
Clinical Professor of Medicine, University of Southern Cali- 
fornia Medical School. —— edition. 283 pages, 286 illus- 
trations. Philadelphia: Lea & Febiger, 1960. Price $5.00. 


Crash Injuries. By Jacob Kulowski, M.D., Attending Ortho- 
paedic Surgeon, St. Joseph’s Hospital and State Hospital, St. 
Joseph, Mo. 1,080 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1960. Price $32.50. 


Colloquia on Ageing. Vol. 4, The Lifespan of Animals. Edited 
by G. E. W. Wolstenholme, and Maeve O’Connor. Ciba 
Foundation. 211 pages, illustrated. Boston: Little, Brown & 
Company, 1959. Price $9.50. 


Clinical Medicine and the Psychotic Patient. By Otto F. 
Ehrentheil, M.D., Clinical Instructor in Medicine, Tufts Uni- 
versity School of Medicine; and Walter E. Marchand, M.D., 
Chief, Medical and Surgical Service, V. A. Hospital, Bedford. 
Mass. 378 pages. Springfield, Ill.: Charles C. Thomas, Pub- 
lisher, 1960. Price $10.75. 


Microchemical Methods for Blood Analysis. By Wendell T. 
Caraway, Ph.D., Biochemist, Flint Medical Laboratory. 199 
pages. Springfield, Ill.: Charles C. Thomas, Publisher, 1960. 


Emergencies in Medical Practice. Edited by C. Allan Birch, 
M.C., F.R.C.P., Physician, Chase Farm Hospital, Enfield. 
Sixth edition. 721 pages, illustrated. Baltimore: The Williams 
& Wilkins Company, 1960. Price $8.50. 


Back Pain. By John McM. Mennell, M.D., Assistant Professor 

of Clinical Physical Medicine, Medical College of Virginia. 

cae Boston: Little, Brown & Company, 1960. Price 


Principles and Methods of Clinical Chemistry for Medical 
Technologists. By Eugene W. Rice, Ph.D., Director, Bio- 
chemistry Department, Presbyterian and Woman’s Hospitals, 
Pittsburgh. 260 pages. — Ill.: Charles C. Thomas, 
Publisher, 1960. Price $7.00. 


Drugs of Choice — § 1961. Edited by Walter Modell, M.D., 
Associate Professor of Pharmacology, Cornell University Medi- 
cal College. 2nd edition. 913 pages. St. Louis: C. V. Mosby 
Company, 1960. Price $13.50. 


Histoplasmosis. Edited by Henry C. Sweany, M.D., Missouri 
State Sanatorium. 524 pages. Springfield, T.: Charles C. 
Thomas, Publisher, 1960. Price $14.50. 


Bibliography of Bilharziasis. World Health Organization. 131 
pages. New York: Columbia University Press, 1960. Price $2.00. 


From Fish to eevee. By Homer W. Smith. Supplement, 
a Summit, N. J.: Ciba Pharmaceutical Products, Inc., 


Proceedings of a Symposium on Immunization in Childhood. 
Held in London, May 1959. 136 pages. Baltimore: The Wil- 
liams & Wilkins Company, 1960. Price $4.25. 


Recent Research in Freezing and Drying. Edited by A. S. 
Parkes, C.B.E., F.R.S.; and Audrey U. Smith, D.Sc., National 
Institute of Medical Research, London. 314 pages. Springfield, 
Ill.: Charles C. Thomas, Publisher, 1960. Price $13. 


Virus Virulence and yan: Ciba Foundation Study 
Group No. 4. Edited by G. W. Wolstenholme, and Ce- 
cilia M. O’Connor. 110 pages. ‘Hae Little, Brown & Com- 
pany, 1960. 


The Metabolism of Cardiac Glycosides. By S. E. Wright, Ph.D., 
Associate Professor of Pharmacy, University of Sydney. Ameri- 
can Lecture Series. 86 pages. Springfield, Ill.: Charles C. 
Thomas, Publisher, 1960. Price $4.75. 


Medicina Interna. im Pedro Farreras Valenti, Sexta Edicion 
Muy Pampliada. 1,786 la pagina, 445 figuras. Barcelona, 
Spain: Mauel Marin y Cia, Editores. 1960. 


Treatment by Manipulation and Massage. By James Cyriax. 

+ M.R.C.P., Physician to the Department of Physical 
Medicine, St. Thomas’ Hospital, London. 371 pages. New 
York: Paul B. Hoeber, Inc., 1960. Price $7.50. 


The Clinical Syndrome of Diabetes Mellitus. By John Lister, 
M.D., London, Consultant Physician, and Physician in Charge 
of Diabetic Clinics, Windsor Group of Hospitals. 225 pages. 
eee Ill.: Charles C. Thomas, Publisher, 1960. Price 


Guide to Hygiene and Sanitation in Aviation. World Health 
Organization, Geneva, 1960. 51 pages. New York: Columbia 
University Press, 1960. Price $0.60. 


The Thyroid Gland. British Medical Bulletin, Vol. 16, 
Number 2, May, 1960. London: The British Council. Price 
$3.25 per year. 


The Thyroid-Vitamin Approach to Cholesterol Atheromatosis 
and Chronic Disease. A Ten-Year Study. By Murray Israel, 
M.D., Vascular Research Foundation. 132 pages. 


INSTRUCTIONS TO CONTRIBUTORS 


Exclusive Publication: Articles offered for publication must 
be contributed solely to the Southern Medical Journal. 


Manuscripts: Manuscripts should be original copy, type- 
written, double-spaced, with wide margins. Because of lack 
of space, it is necessary to limit the number of bibliographic 
references to twenty. Footnotes and references should con- 
form to the following style: 


1. Doe, J. E.: What You Should Know 
about It, South. M. J. 50:711, 
1950. 


Illustrations: Black and white glossy prints, preferably 5 by 
7 inches, and drawings in India ink on white paper are 
required. The author's name, number and indication of 
top, if doubtful, should be attached. Necessary plates not 
exceeding six, or one and a half pages, will be furnished 
by the Journal. 


Reprints: Reprints are available at publisher's cost. An order 
form will accompany author’s galley proof and should be 
returned with the galley to the Editor. 

Book Reviews: Books and monographs submitted for review 
should be mailed to the Editor. Acknowledgment will ap- 
pear in the Journal. Selection rights reserved. 

Editorial Address: All manuscripts, corrected galley proof, 
reprint orders, books for review and related correspondence 
should be addressed to the Editor, R. H. Kampmeier, M.D., 
Vanderbilt University School of Medicine, Nashville 5, 
Tennessee. 

Business Address: All correspondence related to member- 
ship, subscriptions, advertising, and other business should 
be addressed to the Southern Medical Association, 2601 
Highland Avenue, Birmingham 5, Alabama. 
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Total Surgical Management 


By James D. Hardy, M.D., Professor and Chairman, 
Department of Surgery, University of Mississippi 
Medical Center. 277 pages. New York: Grune & 
Stratton, Inc., 1959. Price $9.50. 


This is a small book which, as the title indicates, 
emphasizes the nonoperative aspects of surgical care. 
The modern surgeon is aware of the total patient—his 
emotional, metabolic and endocrinologic situation. He 
considers the technical procedure as but a stage in the 
restoration of the patient to his rightful place in so- 
ciety. Dr. Hardy considers these aspects with detailed 
programs of management for all types of surgical dis- 
ease. This is an excellent book for the young surgeon, 
or for the older one who wishes to refurbish some 
tired concepts of his own. 


Autogenous Vein Grafts 


By W. Andrew Dale, M.D., Assistant Professor of 

Clinical Surgery, Vanderbilt University School of 

Medicine, Nashville, Tenn. 117 pages. Springfield, 

Ill.: Charles C. Thomas, Publisher, 1959. Price $6.00. 

This is a well-documented and meticulous mono- 
graph dealing with all aspects of the use of autogenous 
vein graphs in peripheral vascular disease. Dr. Dale 
carefully analyzes his own wide experience with that 
of others in the comparative advantages and disadvan- 
tages of all types of vascular grafts. His contention 
that the autogenous vein graft is the most physiological 
and the most durable substitute for the peripheral 
arteries seems well substantiated. 


Chapters are included on arteriography, operative 
technic, preoperative and postoperative care, complica- 
tions, and the relation of grafting procedures to other 
types of peripheral vascular surgery. The book must 
be recommended as a very worthwhile contribution to 
a rapidly growing field. It should be read by every 
thoughtful surgeon who seeks to improve his results in 
this area. 


Dynamic Anatomy and Physiology 


By L. L. Langley, Ph.D., Associate Professor of Physi- 

ology, and E. Cheraskin, M.D., Professor and Chair- 

man of the Department of Oral Medicine, both of 
the University of Alabama Medical Center; and Ruth 

Sleeper, R.N., Director of the School of Nursing, 

Massachusetts General Hospital. 691 pages. New 

York: Blakiston Company (division of McGraw-Hill 

Book Company, Inc.), 1958. Price $6.00. 

This book is designed primarily for use of students 
in nursing, though instructors and students in allied 
health professions may find it useful. Physiology is 
stressed throughout with anatomy being de-empha- 
sized, a break with traditional texts on the combined 
subject. The material seems to be pertinent and accu- 
rate as far as the reviewer can determine. For the most 
part questions at the end of each chapter are good and 
pertinent to nursing. The illustrations and dia 
are excellent. Fluid balance and acid-base balance are 


covered very well, and it seems that this specific area 
would also be an excellent source of reference for in- 
structors as well as students in clinical nursing. The 
chapters on the skeleton and skeletal muscles do not 
emphasize good body mechanics and the nurses’ role 
in influencing good posture is not included; the ques- 
tions at the end of each chapter do not cover this area 
of nursing care. For instance, questions relating to posi- 
tioning in bed, postlobectomy and mastectomy would 
be most appropriate and, to this reviewer, necessary if 
we are to carry over to nursing students the concept 
of rehabilitation. Including these would make this area 
of study more meaningful to the majority of students 
who find a study of bones and muscles a matter of 
memorization and without real meaning. 
The type and format are good. 


Patient Care and Special Procedures in X-ray Technology 


By Carol H. Vennes, R.N., B.S., University of Minne- 

sota Hospitals, and John C. Watson, R.T., Director 

of Courses in X-ray Technology, University of Min- 

nesota Hospitals, Minneapolis. 195 pages. St. Louis: 

C. V. Mosby Company, 1959. Price $5.75. 

Technicians, radiologists, and hospital administra- 
tors have reason to be grateful to the offers of this 
fine little book. Far too often student technicians in a 
medical center are completely unequipped to under- 
stand the complex procedures they often encounter. 
This book explains not only the technician’s role, but 
it attempts to furnish some insight otherwise hard to 
obtain in a busy center. In addition, great stress is 
placed on patient relationships and appreciation of 
patient problems. The protocol described for technical 
procedures will vary widely in different institutions, 
but the generalities of the book apply universally. This 
book can be highly recommended for technicians at 
every level. 


Radiographic Atlas 0; Skeletal Development 
of the Hand and Wrist 


By William Walter Gruelich, Professor of Anatomy, 

Stanford University School of Medicine, and S. Idell 

Pyle, Research Associate, Departments of Anatomy, 

Western Reserve University and Stanford University 

Schools of Medicine. Second edition. 256 pages. Stan- 

ford, Calif.: Stanford University Press, 1959. Price 

$15.00. 

The second edition of this widely used atlas con- 
tains few changes. Some new standards and technical 
improvements in illustration have been added. The 
text contains some new material: primarily this is re- 
buttal to some of the criticism the original volume has 
received. It is perhaps fair to say, however, that the 
difficulty with this volume is more attributable to 
loose interpretation than to the merit of the work 
itself. The considerable limitations of these subjec- 
tively interpreted standards should be apparent to 
anyone who attempts to use them. With this in mind, 
the atlas still functions well as a handy clue to devel- 
opment and maturity, particularly used in series. 
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Methods in Surgical Pathology 


By Henry A. Teloh, M.D., Assistant Professor of 
Pathology, Northwestern University Medical School. 
Springfield, Ill.: Charles C. Thomas, Publisher, 1957. 
Price $4.75. 


This is a small volume written for the neophyte in 
this particular field of pathology. The author empha- 
sizes the different disciplines necessary in general and 
surgical pathology, e.g., the urgency of the processing, 
the thoroughness of the node dissections, and differen- 
ces in the methods of sectioning the various types of 
specimens. The book does not in any way purport to 
be a textbook but is a technical guide to the surgical 
pathology laboratory. Detailed, step-by-step procedures 
are outlined for the preparation, processing, sectioning 
and recording of the data for many different types of 
specimens. The book would only be of interest to 
someone who is directly connected with this field, but 
for such an individual it is distinctly worthwhile. 


Surgery of the Colon 


By E. S. R. Hughes, M.D., M.S. (Melb.), F.R.C.S. 
(Eng.), F.R.A.C.S., Hon. Surgeon, The Royal Mel- 
bourne Hospital, Australia. 404 pages. Baltimore: 
Williams & Wilkins Company, (U.S. agents), 1959. 
Price $12.50. 


This is a well-illustrated, well-presented book which 
deals with all aspects of the medical and surgical care 
of diseases of the colon. All books from Great Britain, 
however, no matter how well done, suffer when they 
are presented to a reading audience of a different 
country. This book is no exception. Despite the charm 
and characteristic British humor which fills its pages, 
the treatment programs outlined are frequently value- 
less to American practitioners because our pharma- 
copoiea is so different. 

The anatomic illustrations and the discussions of 
the various diseases are quite good. The book would 
be of value primarily to proctologists and to general 
surgeons. 


Hernia 


By Sir Heneage Ogilvie, K.B.E., M.A., M.Ch., 

F.R.C.S., Consulting Surgeon, Guy’s Hospital, Lon- 

don. 132 pages. Baltimore: Williams & Wilkins 

Company, 1959. $6.50. 

This is a 132 page monograph by an English trained 
surgeon on hernia of the inguinal and other lower 
abdominal areas. It is an effort to present his own 
practical working philosophy on the surgery of 
hernia combined with a rather sketchy survey of the 
history of hernia surgery as a whole. Many of the 
principles the author presents would make surgeons 
in this country, especially those trained by Halsted’s 
disciples, shudder with disagreement; i.e., the use of 
heavy absorbable catgut sutures in the fascial layers 
and the use of continuous suture in the fascial repair. 
Another major fault in the work is the author’s own 
admission that his follow-up is inadequate and the 
complete lack of any statistics to support his views 
which are often a bit iconoclastic. 


Perhaps a major value in a work of this kind is the 
realization so often heard that good results in hernia 
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surgery depend not on the technical details of the re- 
pair as much as on the interest, enthusiasm and in- 
genuity of the operator. It is recommended for anyone 
especially interested in historical aspects of hernia or 
in other different concepts in its treatment. It is not 
intended to be a comprehensive text. 


An Introduction to Experimental Surgical Studies 


By W. J. Dempster, F.R.C.S., Lecturer in Experi- 
mental Surgery, Postgraduate Medical School of 
London. 450 pages. Springfield, Ill: Charles C. 
Thomas, Publisher, 1958. Price $10.00. 

A 450 page volume by an experienced investigator 
whose purpose is to introduce the postgraduate surgi- 
cal student engaged in experimental surgery to all 
phases of surgical research. The book is divided into 
eight sections, dealing with tissue regeneration, tissue 
transplantation, hypothermia, hypertensive disease, 
cardiovascular problems, pulmonary problems, geni- 
tourinary problems, and gastroenterologic problems. 


Each section presents the evolution of the research 
approach in that particular field and gives a superfi- 
cial coverage of the latest technics. An excellent bibli- 
ography is provided for those who desire to study 
further. 


Certainly this book is a welcome condensation to 
one who is confused or dismayed by the mass of litera- 
ture facing him as he approaches the investigative 
laboratory for the first time. 


A Guide to the Identification of the Genera of Bacteria 


By V. B. D. Skerman, Head of the Department of 
Bacteriology, University of Queensland, Brisbane, 
Australia. 210 pages. Baltimore: Williams & Wilkins 
Company, 1959. Price $5.50. 


This compact, paper-bound manual furnishes a 
modernized diagnostic key to the identification of all 
known bacteria, brought up-to-date from that appear- 
ing in the 7th edition of Bergey's Manual of De- 
terminative Bacteriology, and a digest of genera also 
suitably edited from Bergey’s. There is, in addition, a 
complete description of essential methods which is 
authoritative, a large number of morphologic photo- 
graphs, and a short Guide to Study. Pertinent referen- 
ces are added throughout, cross-references in termi- 
nology to Topley and Wilson are made where appli- 
cable, and the whole is annotated with specific page 
references in Bergey’s, to which this volume is in- 
tended as a supplement. 


Its purpose is admirably served inasmuch as 
Bergey's, by its very size, is unwieldy and out-of-date 
when published. The inclusion of the Mima genus is 
timely; described in 1942 (along with Herellea and 
Colloides) it has yet to be included in the mother 
volume despite the recently accumulating clinical and 
bacteriologic reports. The most important feature, 
which clearly shows the imprint of scholarship, is the 
critical approach to present taxonomy. The fallacy of 
division of Aerobacter from Klebsiella in Bergey’s (and 
other sources) is discussed; the lack of decisive evi- 
dence for separation of Fusobacterium and Bacteroides 
is mentioned. The author has an easily apparent vast 
experience with bacterial identification and comments 
as to lack of satisfactory differentiating characteristics 
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are placed wherever warranted. In his own words, 
“The main purpose of the digests is to draw attention 
. . . to the deficiencies in descriptions . . . in the hope 
that steps may be taken to rectify them.” 

This manual embraces general bacteriology, but 
anyone engaged in medical bacteriology should have it 
available and to those who utilize Bergey’s Manual, it 
is essential. 


Anomalies of Intestinal Rotation and Fixation 


By Roberto L. Estrada, M.D., Demonstrator in Sur- 

gery, McGill University, Montreal, Canada. 146 

pages. Springfield, Ill.: Charles C. Thomas, Pub- 

lisher, 1958. Price $6.50. 

Through experimental work using cats, whose peri- 
toneal anatomy is similar to that of humans, this 
author has been able to reproduce the manner in 
which various types of rotational anomalies present 
themselves in humans. He offers a different concept of 
the pathogenesis for some of the more common abnor- 
malities and suggests an improved system of nomen- 
clature. Every known type of rotational abnormality is 
discussed and illustrated. Many clinical case summaries 
show the preferred handling of the conditions, includ- 
ing detailed analyses of the corrective surgical pro- 
cedures. The bibliography is exhaustive. The book is 
a good reference work for anyone interested in this 
subject. 


Treatment of Breast Tumors 


By Robert S. Pollack, M.D., F.A.C.S., Clinical In- 

structor in Surgery, Stanford University School of 

Medicine; Clinical Instructor in Surgery (Oncology), 

University of California School of Medicine; Assist- 

ant Chief of Surgery, Mount Zion Hospital, San 

Francisco, California; Consulting Surgeon, Oakland 

Veterans Administration Hospital; Consulting Sur- 

geon, Oakland Naval Hospital, Oakland, California. 

142 pages. Philadelphia: Lea & Febiger, 1958. 

This is a short practical summary for the busy prac- 
titioner or surgeon. Dr. Pollack attempts to cull the 
essential, latest information from the reams of publi- 
cations in this field and to present them succinctly. 
Contributing authors help with the discussion of the 
more specialized topics. Indications and technics are 
given for the extended radical mastectomy, radiother- 
apy, oophorectomy, the use of sex hormones, adrena- 
lectomy, and hypophysectomy. 

The style is straightforward and the material well 
illustrated. The book is very good for a quick refer- 
ence review of a complex field. 


Geographic Ophthalmology 


Edited by William John Holmes, M.D., Attending 
Ophthalmologist, St. Francis Hospital, Territorial 
Hospital, Hale Mohalu, and Kalaupapa Settlement. 
287 pages. Springfield, Ill.: Charles C. Thomas, 
Publisher, 1959. Price $8.50. 


This book is composed of a collection of individual 
papers written by 19 authors. It is not designed 
as a reference work, nor does it propose to include all 
the ocular abnormalities prevalent in their geographic 
areas. It does present certain challenging problems that 
are encountered in the Asian and African countries, 
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such as leprosy, trachoma, dietary deficiencies and the 
ocular manifestations of malaria and onchoceriasis. 
There are papers dealing with the methods of medical 
and surgical treatment of corneal ulcers, various forms 
of conjunctivitis, pterygium, cataract and solar chorio- 
retinal burn. The initial paper, by Moacyr E. Alvaro, 
of Sao Paulo, Brazil, who was well known throughout 
North and South America, discusses the progress of 
ophthalmology throughout the world in the past cen- 
tury and exposes the new problems created by the 
rapid reduction in world size by improved transporta- 
tion. He expresses a desire for extension of relation- 
ships among our confreres of other countries, and 
finally, he reiterates the recommendations of the In- 
ternational Council of Ophthalmology for the teach- 
ing of ophthalmology to undergraduate medical stu- 
dents, teaching for the training of specialists, and 
teaching of specialists. 

This small, inexpensive book is well worth the time 
in reading it. 


Notable Names in Medicine and Surgery 


By Hamilton Bailey, F.R.C.S., (Eng.) and W. J. 

Bishop, F.L.A. 206 pages, 162 illustrations and 79 

portraits. Springfield, Ill.: Charles C. Thomas, Pub- 

lisher, 1959. 

This is a clever and original historical book present- 
ed to familiarize the reader with the backgrounds of 
the doctors of the past who survive today in eponyms 
encountered everyday in medical society. Stensen’s 
duct, Pott’s fracture, Koplik’s spots, Wassermann reac- 
tion, Bell’s palsy—all assume new significance when 
we realize the circumstances surrounding their origins. 

The hates, desires, mannerisms and peculiarities of 
all these men make wonderfully fascinating reading. 
Artfully written and handsomely illustrated, this book 
would be a welcome addition to any doctor’s library. 


The Pathology and Management of Portal Hypertension 


By R. Milnes Walker, M.S., F.R.C.S., Professor of 
Surgery, University of Bristol. 110 pages. Baltimore: 
Williams & Wilkins Company, 1958. Price $8.00. 


This monograph summarizes the experiences of a 
British group with all aspects of the problem of portal 
hypertension. The author gives a brief but comprehen- 
sive discussion of the anatomy, physiology, pathology, 
clinical aspects, management and the results of dif- 
ferent treatments of the condition. He offers this work 
not to add anything new but to summarize the prob- 
lem of portal hypertension at the present time. 


Details of portal venography and the various opera- 
tions in current vogue for the disease are nicely de- 
scribed. The photographs and diagrams are well done. 
The bibliography is inadequate for those who would 
like to study further. A special chapter is included to 
discuss the management of portal hypertension in 
children. 


Technique of Fluid Balance 


By Geoffrey H. Tovey, M.D., Director, South West 
Regional Blood Transfusion Service, Southmead, 
Bristol, England. 95 pages. Springfield, Ill.: Charles 
C. Thomas, Publisher, 1957. Price $2.50. 


This is a 95 page monograph intended by the au- 
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thor for those busy practitioners who have no time for 
the more exhaustive works on the subject. The book 
is superficial in its coverage but gives a sound, clinical 
approach toward fluid and electrolyte problems. The 
author is also sensitive to the needs of the many physi- 
cians away from erudite institutions and who have no 
laboratory facilities. For this particular group of doc- 
tors the book fulfills its mission. 

This edition is rather unsturdy in its binding and 
paper quality. The bibliography is inadequate for 
those who wish to study the subject further. 


Electrolyte Changes in Surgery 


By Robert F. Pitts, M.D., Ph.D., Professor of Physi- 

ology and Biophysics, Cornell University Medical 

College, New York, New York. 113 pages. Spring- 

field, Ill.: Charles C. Thomas, Publisher, 1958. Price 

$4.50. 

This is an excellent small book encompassing a 
rather large and complicated field. The authors have 
incorporated most of the very latest information in 
their explanations of the development of the common 
surgical upsets in salt and water. The more subtle as- 
pects of acid-base imbalance, such as the oscillations 
of the pCO,, the total CO, and the blood pH, are 
presented in a way which is easy to understand. In 
some places more experimental data are included than 
some would care to find in a basically clinical work, 
but this does not suppress the basic value of the vol- 
ume for the interested clinical surgeon. It is recom- 
mended for everyone who needs refreshing in this 
area. 


Thymectomy for Myasthenia Gravis 


By Henry R. Viets, M.D., Lecturer on Neurology, 
Emeritus, Harvard Medical School; and Robert S. 
Schwab, M.D., Assistant Clinical Professor of Neu- 
rology, Harvard Medical School. 130 pages. Spring- 
field, Ill.: Charles C. Thomas, Publisher, 1960. Price 
$7.00. 


This short monograph concentrates on the anes- 
thetic and surgical details, and evaluation of results, 
of operation for myasthenia gravis. An introductory 
essay on the surgical history of the disease reveals the 
first thymectomy performed specifically for this disease 
alone, to have been performed by Blalock at the Van- 
derbilt University Hospital in 1936, and the impetus 
for the extensive subsequent clinical evaluation to 
have stemmed from his series, continued later at the 
Johns Hopkins Hospital. The clinical manifestations 
and medical treatment are considered quite briefly. 
Excellently written, succinct chapters on pathology of 
the thymus and appropriate roentgenology of the 
mediastinum are equally well illustrated. The case for 
thymectomy in the young female is presented, the au- 
thors referring to conflicting opinions and series from 
other institutions, but have not produced a particu- 
larly scholarly or authoritative monograph. 

One is puzzled by the recommendation of routine 
preoperative thymic irradiation when its postulated 
effect is neither known nor demonstrable. The effect 
of such x-ray therapy on the lesion of the resected 
specimen is not discussed, and curiosity is aroused 
about modification of the morphologic distinction be- 
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tween a myasthenic gland with its abundant germinal 
centers and the resultant cortical compression, and a 
true thymoma with its own prognostic implications. 
The highly important development of the oximes 
(2-PAM, DAM) for use in cholinergic crises from over- 
medication is not mentioned. Dealing essentially with 
a single group’s experience with only one aspect of an 
unusual disease, this volume will interest a distinct 
minority, who would do well to refer directly to the 
source material on this controversial and unsettled 
matter for a view in depth. The reader with a general 
interest in myasthenia will find the subject reviewed 
equally well for his purposes in standard sources. 


Cancer of the Cervix. Diagnosis of Early Forms. 
Ciba Foundation Study Group No. 3 


Edited by G. E. W. Wolstenholme and Maeve 
O’Connor. 110 pages. Boston: Little, Brown & Com- 
pany, 1959. Price $2.50. 

Cancer of the Cervix represents the proceedings of a 
one day conference on selected topics by distinguished 
North American and European physicians published 
in booklet form. Small enough to carry in a coat 
pocket and concise enough to read in an afternoon, 
the study group papers are authoritative, representing 
the latest word on this important subject. Each paper 
is adequately illustrated, well written and has a useful 
list of references following. The most interesting fea- 
ture of this booklet is the discussion which follows 
each paper, being written in conversational form. This 
makes for easy, enjoyable reading and allows the 
reader to vicariously gain insight into controversial 
problems. The opening paper by H. Hamperl of the 
Pathological Institute of the University of Bonn de- 
fines “Carcinoma in situ” and classifies it into five 
groups morphologically. The second paper, from the 
Radiumhemmet, discusses the histopathological prob- 
lems with early cancer and suggests the grouping of 
Ia and Ib. Optical and electron microscopy studies of 
intra-epithelial squamous-cell epithelioma were pre- 
sented by R. Moricard and R. Cartier of Paris. A 
preliminary report on an inquiry into the activity of 
certain enzymes present in vaginal fluid and their pos- 
sible relation to cancer of the cervix was presented by 
J. G. Lawson. C. Kaufmann and K. G. Ober discussed 
morphologic changes of the cervix with age, pointing 
out the higher incidence of endocervical canal lesions 
in older women. P. A. Younger and A. Y. Kevorkion 
emphasize the value of the Schiller Test as a supple- 
ment to cytological screening. A short communication 
by J. H. Muller on atypical hyperplasia of the endo- 
metrium concludes the study group. He attempted to 
“put a frame around the concept of Stage O endo- 
metrial carcinoma.” This booklet is not a complete 
study of cancer of the cervix but it is not meant to be 
such. For those already familiar with the problem 
this brief presentation is worth reading. 


The Extremities 


By Daniel P. Quiring, Ph.D. Second edition revised 
and edited by John H. Warfel, Ph.D., Assistant Pro- 
fessor of Anatomy, the University of Buffalo School 
of Medicine. 120 pages, 106 illustrations. Philadel- 
phia: Lea & Febiger, 1960. Price $3.25. 
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This small volume is primarily designed for the 
medical student. Each muscle acting on joints of the 
extremities is individually presented on a page. 

Each presentation consists of a light outline of the 
bones in the region of the muscle, a darker outline of 
the muscle and outline representation of the artery 
and nerve supplying the muscle. 

The text on each page briefly describes the origin, 
insertion, function, nerve and arterial supply of each 
muscle. Page numbers of the description of these 
structures in Gray’s and Cunningham’s Texts of Anat- 
omy are also included. 

At the end of the book a line drawing of the human 
skeleton, and outline representation of the nerves and 
arteries of the upper and lower extremities are found. 


The chief value of this handbook is that one can 
see at a glance the extent of a muscle and perhaps 
more quickly visualize its function than by use of 
standard anatomy texts. 


Human Biochemical Genetics 


By H. Harris, M.D., Department of Biochemistry, 

London Hospital Medical College. 298 pages. New 

York: Cambridge University Press, 1959. Price $7.00. 

The appearance of this book by Dr. Harris is indeed 
welcome at this time of rapid progress in biochemical 
genetics and of the greatly increasing importance of 
genetic factors in the understanding of disease. The 
author has had a great deal of personal experience in 
the study of hereditary metabolic diseases and has 
made noteworthy contributions along both biochemi- 
cal and genetic lines. 

The book begins with a basic discussion of genes, 
chromosomes, Mendel’s laws, and factors regulating 
the expression of genes within a population. The 
treatment of genetic differences is based on a bio- 
chemical classification, the major divisions involving 
amino acids, carbohydrates, hemoglobins, blood-group 
substances, and plasma proteins. A group of miscel- 
laneous disorders include porphyrias, gout, hemo- 
chromatosis, and several others. The concluding chap- 
ter discusses current concepts of the chemical nature 
of genes and of the manner in which they may regu- 
late enzyme formation. 


The strong point of the book is the full, critical 
discussion of biochemical aspects. Chemical formulas, 
and graphs and tables based on original reports, are 
used amply to aid the reader. However, with the field 
of biochemistry moving so rapidly, it is inevitable that 
a book published in 1959 will already contain errors. 
For example, the scheme on page 102 for the inter- 
conversion of glycogen and glucose must now be modi- 
fied to show that phosphorylase is important only in 
the breakdown of glycogen, glycogen synthetase having 
recently been discovered to be the key enzyme in gly- 
cogen formation. A less excusable defect exists in the 
figure on page 128. 3-keto-6-phosphogluconate, rather 
than the 2-keto compound, is generally believed to be 
the product of the oxidation of 6-phosphogluconate. 
Moreover, readers unfamiliar with the hexose mono- 
phosphate shunt may gain the impression that the 
keto compound is converted directly to ribose-5- 
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phosphate, whereas ribulose-5-phosphate is formed 
first. 

Dr. Harris’ book invites comparison with the recent 
work of D. Y. Hsia, Inborn Errors of Metabolism. The 
two books cover much of the same territory, but there 
are differences undoubtedly based on Dr. Harris being 
primarily a biochemist, whereas Dr. Hsia has a strong 
clinical orientation. Harris’ book provides a fuller 
treatment of basic biochemical subjects, for example, 
the isolation and properties of the blood group sub- 
stances, but Hsia’s book is organized to give the reader 
more direct information about the incidence, detec- 
tion, and pathology of various disorders. Dr. Hsia does 
not discuss blood groups, but he includes a large num- 
ber of diseases which, although not well understood 
biochemically, seem to involve genetically-induced 
metabolic alterations. Hence, he devotes a considerable 
portion of his book to deficiencies in clotting factors, 
muscular dystrophies, defects in renal transport and in 
pigment metabolism and other disorders of clinical 
significance. 

This book by Harris is warmly recommended to 
those who are interested in obtaining the fullest un- 
derstanding of genetic biochemical differences in man 
and of the complex genetic problems involved in their 
expression. 


Dreams and Personality Dynamics 


Edited by Manfred F. DeMartino, M.A., School Psy- 

chologist, Onondaga County, N. Y. 370 pages. 

Springfield, Ill.: Charles C. Thomas, Publisher, 1959. 

Price $10.50. 

That dreams are amenable to experimental study is 
attested to by the published reports which have been 
gathered into this anthology. As with most anthologies, 
a large number of studies are made conveniently 
available. The editor has unfortunately diminished 
the potential value of this collection by omitting all 
the individual investigators’ references to the perti- 
nent literature. Hence, though the experimentalist 
will find the book lacking, the teacher will find much 
that is informative and useful. 


American Drug Index, 1960 


By Charles O. Wilson, Ph.D., Dean and Professor of 

Pharmaceutical Chemistry, School of Pharmacy, 

Oregon State College; and Tony Everett Jones, 

Ph.D., Associate Professor of Pharmaceutical Chem- 

istry, School of Pharmacy, University of Colorado. 

712 pages. Philadelphia: J. B. Lippincott Company, 

1960. Price $5.75. 

This reference book is one of the most valuable a 
practicing physician may have on his desk. You might 
ask what advantages it offers over other popular desk 
references whose object is to present definitive infor- 
mation concerning drugs. 

The great advantages of this reference volume are 
the listing of the generic names as well as the trade 
names of these substances as manufactured by the 
several drug houses. In addition, of greatest possible 
help is the listing of the various pharmaceutical prod- 
ucts which fall under a given head—a chemical or 
synthetic drug which also is trademarked. Literally 
the reviewer uses this book daily. 
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SELECTIVELY LOWERS 


LOMOTIL represents a major advance over the 
opium derivatives in controlling the propulsive 
hypermotility occurring in diarrhea. 

Precise quantitative pharmacologic studies dem- 
onstrate that Lomotil controls intestinal propulsion 
in approximately 41 the dosage of morphine and 
‘oo the dosage of atropine and that therapeutic 
doses of Lomotil produce few or none of the diffuse 
untoward effects of these agents. 

Clinical experience in 1,314 patients amply sup- 
ports these findings. Even in such a severe test of 
antidiarrheal effectiveness as the colonic hyperac- 
tivity in patients with colectomy, Lomotil is effec- 
tive in significantly slowing the fecal stream. 

Whenever a paregoric-like action is indicated, 
Lomotil now offers positive antidiarrheal control 
... with safety and greater convenience. In addition, 


LOW DOSAGE EFFECTIVENESS 


LOMOTIL MORPHINE ATROPINE 


EFFICACY AND SAFETY of Lomotil are indicated by its low median effective 
dose. As measured by inhibition of charcoal propulsion in mice, Lomotil was 
effective in about 14; the dosage of morphine hydrochloride and in about 49 the 
dosage of atropine sulfate. 
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as a nonrefillable prescription product, Lomotil 
offers the physician full control of his patients’ 
medication. 

PRECAUTION: While it is necessary to classify 
Lomotil as a narcotic, no instance of addiction has 
been encountered in patients taking therapeutic 
doses. The abuse liability of Lomotil is comparable 
with that of codeine. Patients have taken therapeu- 
tic doses of Lomotil daily for as long as 300 days 
without showing withdrawal symptoms, even when 
challenged with nalorphine. 

Recommended dosages should not be exceeded. 

DOSAGE: The recommended initial dosage for 
adults is two tablets (5 mg.) three or four times 
daily, reduced to meet the requirements of each 
patient as soon as the diarrhea is controlled. Main- 
tenance dosage may be as low as two tablets daily. 
Lomotil, brand of diphenoxylate hydrochloride 
with atropine sulfate, is supplied as unscored, un- 
coated white tablets of 2.5 mg., each containing 
0.025 mg. (4400 gr.) of atropine sulfate to dis- 
courage deliberate overdosage. 

Subject to Federal Narcotic Law. 


Descriptive literature and directions for use available 
in Physicians’ New Product Brochure No. 81 from 


SEARLE «co. 
P.O. Box 5110, Chicago 890, Illinois 
Research in the Service of Medicine 
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You see an improvement within a few days 
Thanks to your prompt treatment and the 
smcoth action of Deprol, her depression 
is relieved and her anxiety and tension 
calmed — often in a few days. She eats 
well, sleeps well and soon returns to her 
normal activities. 


Lifts depression.. 
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calms anxiety! 


Smooth, balanced action lifts 
depression as it calms anxiety... 
rapidly and safely 


Balances the mood — no “seesaw” effect 
of amphetamine-barbiturates and ener- 
gizers. While amphetamines and energizers may 
stimulate the patient — they often aggravate 
anxiety and tension. 


And although amphetamine-barbiturate combina- 
tions may counteract excessive stimulation — they 
often deepen depression. 


Acts swiftly- the patient often feels 
better, sleeps better, within a few days. 
Unlike the delayed action of most other antide- 
pressant drugs, which may take two to six weeks 
to bring results, Deprol relieves the patient quickly 
—often within a few days. Thus, the expense to the 
patient of long-term drug therapy can be avoided. 


Acts safely — no danger of liver damage. 


: Deprol does not produce liver damage, hypoten- 
‘ In contrast to such “seesaw’”’ effects, Deprol’s sion, psychotic reactions or changes in sexual | 
: smooth, balanced action lifts depression as it calms function—frequently reported with other anti- | 
] anxiety — both at the same time. depressant drugs. } 


Bibliography (13 clinical studies, 858 patients): 1. Alexander, L. (35 patients): Chemotherapy 
of depression — Use of meprobamate combined with benactyzine (2-diethylaminoethyl benzilate) hydrochlo- 
ride. J.A.M.A. 166:1019, March 1, 1958. 2. Bateman, J. C. and Carlton, H. N. (50 patients): Meprobamate 
and benactyzine hydrochloride (Deprol) as adjunctive therapy for patients with advanced cancer. Antibiotic 


Med. & Clin. Therapy 6:648, Nov. 1959. 3. Beerman, H. M. (44 patients): The treatment of depression with 
meprobamate and benactyzine hydrochloride. Western Med. 1:10, March 1960. 4. Bell, J. L., Tauber, H., 
Santy, A. and Pulito, F. (77 patients): Treatment of depressive states in office practice. Dis. Nerv. System 
20:263, June 1959. 5. Breitner, C. (31 patients): On mental depressions. Dis. Nerv. System 20:142, (Section 
Two), May 1959. 6 Gordon, P. E. (50 patients): Deprol in the treatment of depression. Dis. Nerv. System 
21:215, April 1960. 7. Landman, M. E. (50 patients): Clinical trial of a new antidepressive agent. J. M. Soc. 
New Jersey. In press, 1960. 8. McClure, C. W., Papas, P. N., Speare, G. S., Palmer, E., Slattery, J. J., 
Konefal, S. H., Henken, B. S., Wood, C. A. and Ceresia, G. B. (128 patients): Treatment of depression — New 
technics and therapy. Am. Pract. & Digest Treat. 10:1525, Sept. 1959. 9. Pennington, V. M. (135 patients): 
Meprobamate-benactyzine (Deprol) in the treatment of chronic brain syndrome, schizophrenia and senility. 
J. Am. Geriatrics Soc. 7:656, Aug. 1959. 10. Rickels, K. and Ewing, J. H. (35 patients): Deprol in depressive 
conditions. Dis. Nerv. System 20:364, (Section One), Aug. 1959. 11. Ruchwarger, A. (87 patients): Use of 
Deprol (meprobamate combined with benactyzine hydrochloride) in the office treatment of depression. 
M. Ann. District of Columbia 28:438, Aug. 1959. 12. Settel, E. (52 patients): Treatment of depression in the 
elderly with a meprobamate-benactyzine hydrochloride combination. Antibiotic Med. & Clin. Therapy 7:28, 
Jan. 1960. 13. Splitter, S. R. (84 patients): Treatment of the anxious patient in general practice. J. Clin. & 
Exper. Psychopath. In press, April-June 1960. 
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wattace Cranbury, N.J. 


Dosage: Usual starting dose is 1 tablet q.i.d. When 
necessary, this dose may be gradually increased up to 
3 tablets q.i.d. 


Composition: 1 mg. 2-diethylaminoethyl benzilate hydro- 
chloride (benactyzine HCl) and 400 mg. meprobamate. 
Supplied: Bottles of 50 light-pink, scored tablets. Write ’ 
co-2127 for literature and samples. 
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“|. Well, I always prescribe Rorer’s Maalox. It’s an excellent lO 
antacid, doesn’t constipate and patients will take it indefinitely.” 


MAaA.Lox® an efficient antacid suspension of magnesium-aluminum hydroxide 
gel offered in bottles of 12 fluidounces. 


TaBLeET Maatox: 0.4 Gram (equivalent to one teaspoonful), Bottles of 100. 


TaBLET Maatox No. 2: 0.8 Gram, double strength (equivalent to two LE 
teaspoonfuls), Bottles of 50 and 250. 
Samples on request. LE 


WiiuiaM H. Rorer, INc., Philadelphia 44, Pennsylvania 
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he’s flying high now... her temperature and discomfort | 
rought under control quickly with Tylenol” | 


TYLENOL an effective pediatric antipyretic and analgesic’ 


acetaminophen 


remarkably free from toxicity’ 


well accepted, well tolerated by children’ 


(LENOL ELIXIR—120 mg. (2 gr.) per 5 cc.; 4 and 12 fl. oz. bottles. 
‘LENOL DROPS—60 mg. (1 gr.) per 0.6 cc.; 15 cc. bottles with calibrated droppers. 


| McNEIL| McNEIL LABORATORIES, INC., PHILADELPHIA 32, PA. 


ornely, D. A., and Ritter. J. A.: N-acetyl-p-aminophenol (Tylenol Elixir) as a Pediatric Antipyretic-Anaigesic, 
*A.M.A. 160-1219 (Apr. 7) 1956 
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WHEN ULCEROGENIC 
FACTORS KEEP ON WORKING... 


REMEMBER THIS: 30 DOES ENARAX 


aw 


Think of your patient with peptic ulcer—or G.!. dysfunction—on a typical day. 
Think of the anxieties, the tensions. 

Think, too, of the night: the state of his stomach emptied of food. 
Disturbing? 

Then think of ENARAX. For ENARAX was formulated to help you control precisely 
this clinical picture. ENARAX provides oxyphencyclimine, the inherently long- 
acting anticholinergic (up to 9 hours of actual achlorhydria'). . . plus Atarax, 
the tranquilizer that doesn’t stimulate gastric secretion. 

Thus, with b.i.d. dosage, you provide continuous antisecretory/antispasmodic 
action and safely alleviate anxiety... with these results: ENARAX has been 
proved effective in 92% of G.I. patients.2-4 

When ulcerogenic factors seem to work against you, let ENARAX work for you. 


(10 MG. OXYPHENCYCLIMINE PLUS 25 MG. ATARAX®t) A SENTRY FOR THE G.I. TRACT 


dosage: Begin with one-half tablet b.i.d.—preferably in the morning and before retiring. Increase 
dosage to one tablet b.i.d. if necessary, and adjust maintenance dose according to therapeutic 
response. Use with caution in patients with prostatic hypertrophy and only with ophthalmological 
supervision in glaucoma. 


supplied: In bottles of 60 black-and-white scored tablets. Prescription only. 


References: 1. Steigmann, F., et al.: Am. J. Gastroenterol. 33:109 (Jan.) 1960. 2. Hock, C. W.: 
to be published. 3. Leming, B. H., Jr.: Clin. Med. 6:423 (Mar.) 1959. 4. Data in Roerig Medical 
Department Files. tbrand of hydroxyzine 


FOR HEMATOPOIETIC STIMULATION 
WHERE OCCULT BLEEDING IS PRESENT New York 17, N. Y. 
HEPTUNA® PLUS Division, Chas. Pfizer & Co., Inc. 
i for th Id’s Well-Being™ 
THE COMPLETE ANEMIA THERAPY ee 
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with its gentle sedative action, helps greatly in maintain- 

ing functional balance during the trying months of the menopause. | 

In a five-year study of representative sedative and ataractic agents, only 5) || 

Butisol controlled “both daytime and nighttime symptoms of anxiety... with- By) Ii 

recourse to additional therapy.’’* 

“Cumulative untoward reactions, such as excessive daytime drowsiness, 

dizziness, mental sluggishness and memory disturbance”’ occurred with most 
of the drugs tested, but not with 15 mg. Butisol.* 


TABLETS - REPEAT-ACTION TABLETS + ELIXIR - CAPSULES : 


Mc NE] LABORATORIES, INC., Philadelphia 82, Pa 


* Batterman, R. C., Grossman, A. J., Leifer, P., and Mowratott, G. J.: Clinical 
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acetylsalicylic acid (300 mg.) and chlormezanone (50 mg.) 


Tablets 


Trancoprin 
interrupts 
the pain cycle 
at 3 points 
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a broad spectrum 
non-narcotic anal: 


Trancoprin, a new analgesic, not only raises the pain perception threshold 
but, through its chlormezanone component, also relaxes skeletal muscle spasm! 
and quiets the psyche.?*>? 

The effectiveness of Trancoprin has been demonstrated clinically* in a 
number of patients with a wide variety of painful disorders ranging from 
headache, dysmenorrhea and lumbago to arthritis and sciatica. In a series of 
862 patients,® Trancoprin brought excellent or good relief of pain to 88 per cent 
of the group. In another series,° Trancoprin was administered in an industrial 
dispensary to 61 patients with headache, bursitis, neuritis or arthritis. The 
excellent results obtained prompted the prediction that Trancoprin “... will 
prove a valuable and safe drug for the industrial physician.” 


salix 
uly sate 


rious side effects have been encountered with Trancoprin. Of 923 
patients treated with Trancoprin, only 22 (2.4 per cent) experienced any side 
effects.*° In every instance, these reactions, which included temporary gastric 
distress, weakness or sedation, were mild and easily reversed. 


Indications 


No se 


Trancoprin is recommended for more comprehensive control of the pain 
complex (pain —»tension—» spasm) in those disorders in which tension and 
spasm are complicating factors, such as: headaches, including tension head- 
aches / premenstrual tension and dysmenorrhea / low back pain, sciatica, 
lumbago / musculoskeletal pain associated with strains or sprains, myositis, 
fibrositis, bursitis, trauma, disc syndrome and myalgia / arthritis (rheumatoid 
or hypertrophic) / torticollis / neuralgia. 

Dosage 

The usual adult dosage is 2 Trancoprin tablets three or four times daily. 
The dosage for children from 5 to 12 years of age is 1 tablet three or four times 
daily. Trancoprin is so well tolerated that it may be taken on an empty stomach 
for quickest effect. The relief of symptoms is apparent in from fifteen to thirty 
minutes after administration and may last up to six hours or longer. 


How Supplied 


Each Trancoprin tablet contains 300 mg. (5 grains) of acetylsalicylic acid 
and 50 mg. of chlormezanone [Trancopal® brand]. Bottles of 100 and 1000. 


Trane opr M1 Tablets / non-narcotic analgesic 


References: 1. DeNyse, D. L.: M. Times 87:1512, Nov., 1959. 2. Ganz, S. E.: J. Indiana M. A. 52:1134, July, 1959. 
3. Gruenberg, Friedrich: Current Therap. Res. 2:1, Jan., 1960. 4. Kearney, R. D.: Current Therap. Res. 2:127, April, 
1960. 5. Lichtman, A. L.: Kentucky Acad. Gen. Pract. J. 4:28, Oct., 1958. 6. Mullin, W. G., and Epifano, Leonard: Am. 
Pract. & Digest Treat. 10:1743, Oct., 1959. 7. Shanaphy, J. F.: Current Therap. Res. 1:59, Oct., 1959. 8. Collective 
Study, Department of Medical Research, Winthrop Laboratories. 9. Hergesheimer, L. H.: An evaluation of a muscle 
relaxant (Trancopal) alone and with aspirin (Trancoprin) in an industrial medical practice, to be submitted. 


(| Jnthoop LABORATORIES , New York 18, N. Y. 


Trancoprin and Trancopal (brand of chlormezanone) trademarks reg. U.S. Pat. Off. 
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One pharmaceutical research ex- 
ecutive points up the importance of 
failures as guideposts to success in 
the search for new or improved 
drugs when he says: 


“Failure our most 
product.” 


The pharmaceutical industry’s investment in research has been growing 


much faster than the industry itself. Last year the prescription drug com- 
panies spent a record $197 million for research, a five-fold increase in the 


space of ten years. Such an investment is possible, of course, only when there 


are profits. * This growth in privately financed research has sent the volume 
of laboratory failures soaring. For two years in a row the pharmaceutical 
industry has tested more than 100,000 substances in the search for new 


medicines. Fewer than two per cent showed enough promise for clinical 
testing. Only a handful will ever be sold as prescription drugs. The odds Pht 
against finding a product with therapeutic value probably exceeded 2000- 
to-1. © But year by year, as the failures mount, the successes also increase, 
putting new or improved medications at the disposal of the medical profes- 
. sion. And the public benefits through better health, specific cures, shorter 
: hospitalization, longer lives. ¢ This is only one part of the massive assault on 
disease that engages the health team headed by the medical profession and 
; embracing hospitals, nurses, pharmacists, technicians, and colleges. It is an 
ad effort that could only take place in a society which encourages individual 


producers of prescription drugs. For additional 


information, please write Pharmaceutical 


a freedom of enterprise. Manufacturers Association, 1411 K Street, 
N.W., Washington 5, D.C. 
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CLINICAL REMISSION 
ARTHRITIC 


escaping” rheumatoid arthritis. After gradually “escaping” the ther- 
— effects of other steroids, a 52-year-old accountant with ar- 
thritis for five years was started on Decapron, 1 mg. /day. Ten months 
later, still on the same dosage of Decapron, weight remains constant, 
she has jost no time from work, and has had no untoward effects. She 
is in clinical remission.* Te 


New convenient b.i.d. alternate dosage schedule: the degree and extent of relief provided by 
DECADRON allows for b.i.d. maintenance dosage in many patients with so-called “‘chronic”’ condi- 
tions. Acute manifestations should first be brought under control with a t.i.d. or q.i.d. schedule. 


Supplied: As 0.75 mg. and 0.5 mg. scored, pentagon-shaped tablets in bottles of 100. Also available 
as Injection DECADRON Phosphate. Additional information on DECADRON is available to physicians 
on request. DECADRON is a trademark of Merck & Co., Inc. 


*Frem a clinical investigator's report to Merck Sharp & Dohme. 


Dexamethasone 


TREATS MORE PATIENTS MORE EFFECTIVELY 
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when bacterial diarrheas 
leave little patients limp 
Furoxone Liquid 


brand of furazolidone 

e Rapid, decisive bactericidal action against an exceptionally broad range of 
E enteric pathogens, including some now resistant to other antimicrobials ¢ Safe 
% for all age groups—virtually nontoxic, side effects negligible, no interference with 
» the normal balance of intestinal flora e Liquid suspension, containing kaolin and 
: 4 pectin, may be mixed with infant formula; passes through a standard nursing 
nipple e Dosage for both children and adults may be found in your P_D.R. 2) 


EATON LABORATORIES, Division of The Norwich Pharmacal Company, NORWICH, N. Y. 
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To restore stability 
during the declining years 


for 


of 10 mg. 


geriatric patient to a more. contented 
of mind and more manageable di dispo 


. Cameron, E.: The Use of Tofranil 
the Aged, Canad. Psychiat. A. J. Sp 
Supplement, 4:$160, 1959. 2. Chri 
Indications for Tofranil in Geriatri 
Schweiz. med. Wchnschr. 90:586, 1 
3. Schmied, J., and Ziegler, A.» 
Geriatrics, Praxis 49: 


ampuls of 25 mg. in 2 cc. solutior 
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in nine years Novahistine hasn't cured a single cold... but it has been prescribed 


for relief of symptoms 
in over 10,000,000 patients* 


Novahistine LP tablets begin releasing medication promptly and continue bringing relief 
for 8 to 12 hours. Two Novahistine LP tablets in the morning and two in the evening will 
effectively control the average patient's discomfort from a cold. Each tablet contains 25 
mg. phenylephrine HCI and 4 mg. chlorprophenpyridamine maleate. 


*Based on National Prescription Audits of new Novahistine prescriptions since 1952. 


NA PITMAN-MOORE COMPANY oowision oF ALueD LABORATORIES, INC, INDIANAPOLIS 6, INDIANA 


Novahistine | P 


LONG ACTING 
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“this hypertensive 
patient prefers | 
Singoserp... 
so does 
physician 


Photo used with patient’s souliaten, 
Patient’s comment: ‘‘The other drug [whole root rauwolfia] made me feel lazy. | just didn’t feel 


in the mood to make my calls. My nose used to get stuffed up, too. This new pill [Singoserp] 
doesn't give me any trouble at all.’’ 


Clinician’s report: J. M., a salesman, had a 16-year history of hypertension. Blood pressure at 
first examination was 190/100 mm. Hg. Whole root rauwolfia lowered pressure to 140/80 — 
but side effects were intolerable. Singoserp, 0.5 mg. daily, further reduced pressure to 130/80 
and eliminated all drug symptoms. 


Many hypertensive patients and their physicians 


prefer Singoserp because it usually lowers 
blood pressure without rauwolfia side effects 


SUPPLIED: Singoserp Tablets, 1 mg. (white, scored). Also available: Singoserp®-Esidrix® Tablets #2 (white), each con- 
taining 1 mg. Singoserp and 25 mg. Esidrix; Singoserp®-Esidrix® Tablets #1 (white), each containing 0.5 mg. Singoserp 
and 25 mg. Esidrix. Complete information sent on request. 

Singoserp® (syrosingopine CIBA) Singoserp®-Esidrix® (syrosingopine and hydrochlorothiazide CIBA) 
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Armour 
Pharmaceutical Company 
extends its thanks 
to the profession 


In the several months since the introduc- 
tion of our new enteric-protected anti-in- 
flammatory enzyme tablet, Chymoral, we 
have received some very encouraging com- 
ments from the profession regarding its 
clinical success in the enzymatic manage- 
ment of inflammatory processes. We would 
like to extend our thanks to those who 
have already used and commented on 
Chymoral. Since we are deeply interested 
in extending our knowledge of the thera- 
peutic range of this new product, we will 
welcome any further comments you may 
want to make. To those who have not yet 
used Chymoral, we extend an offer to give 
it a therapeutic trial. 


The therapeutic and prophylactic effects 
of Chymoral include anti-inflammatory, 
antiedematous and mucolytiec activ- 
ities. It liquefies thick secretions in 


bronchitis and in asthma with bronchi- 
tis; eases the racking cough of emphysema 
and increases elimination of bronchial 
secretion; cuts healing time in accidental 
or surgical trauma; is a useful adjunctive 
therapy in inflammatory dermatoses; en- 
courages healing in gynecologic conditions; 
reduces pain and swelling and thus pro- 
motes faster healing in urologic conditions; 
and reduces the extent of inflammatory 
changes in ophthalmic and otorhinolaryn- 
gic conditions. 


We are very pleased indeed that the prod- 
uct has found a useful place in the range 
of therapeutic tools available to the doctor 
for management of the inflammatory proc- 
ess. Armour feels that enzymes are a new 
and exciting development in anti-inflam- 
matory therapy; one which may well carry 
chemotherapeutics forward a long step. 


Robert A. Hardt 
President 


1. Beck, C.; Levine, A. J.; Davis, O. F., and Horwitz, B.: Clinical 
Studies with an Oral Anti-inflammatory Enzyme Preparation. Clin. 
Med. 7:519, 1960. 2. Billow, B. W.; Cabodeville, A. M.; Stern, A.; Palm, 
A.; Robinson, M., and Paley, S. S.: Clinical Experience with an Oral 
Anti-inflammatory Enzyme for Intestinal Absorption. Southwestern 
Med. 47:286, 1960. 3. Teitel, L. H.;-Seigel, S. J.; Tendler, J.; Reiser, P., 
and Harris, S. B.: Clinical Observations with Chymotrypsin in 306 
Patients. Indust. Med. & Surg. 29:150, 1960. 4. Clinical Reports to the 
Medical Dept., Armour Pharmaceutical Company, 1959. 5. Reich, W. 
J., and Nechtow, M. J.: Scientific Exhibit, Chicago Medical Society 
(March) 1960. 6. Taub, S. J.: Paper presented Annual Meeting Pi 
Lambda Kappa Medical Fraternity, Miami, Florida (March) 1960. 


ARMOUR PHARMACEUTICAL COMPANY KANKAKEE, ILLINOIS 


Armour Means Protection 


©1960, A. P. Co. 


NOVEMBER 1960 
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SUMMIT, NEW JERSEY 


The active principle of Dorbane 
reaches the colon through the cir- 
culation. It acts directly and 
selectively upon the intrinsic 
plexus of the colon. The small 
bowel is not affected. Within 6 to 
12 hours evacuation occurs with- 
out cramping or griping. Non- 
habituating. Each scored tablet 
of Dorbane contains 75 mg., and 
each teaspoonful of orange- 
flavored liquid contains 37.5 mg. 
of 1,8 dihydroxyanthraquinone. 
Suitable for patients of all ages. 


Dorbantyl combines the colonic 
stimulant action of Dorbane 
(25 mg.) with the stool-softening 
effect of dioctyl sodium sulfo- 
succinate (50 mg.), an inert and 
safe surface-wetting agent, in each 
orange-and-black capsule or tea- 
poonful of orange-pineapple- 
flavored suspension. 


Dorbantyl Forte offers double 
strength dosage of the Dorbantyl 
combination for greater conven- 
ience and economy for patients 
requiring extra potency. In 
orange-and-gray capsules only. 


| 
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to make up 
more 
TRICHOTINE 


solution 
for our 
examining 
room.” 


You can see for yourself the efficient detergent action of 
Trichotine solution in reducing promptly a cervical plug 
(using a saturated cotton pledget), or washing away the 
“cheesy” exudate of monilia. 


TRICHOTINE is just as effective for therapeutic irrigation by your patient at home 
The same qualities — detergency, antisepsis, healing — 
make Trichotine ideal for the treatment of cervico-vagin- 
itis and leukorrheas, alone or in conjunction with other 
antimicrobials. In the itching, burning, and foul odor of 
non-specific vaginitis and leukorrhea the action of Tri- 
chotine is immediate and gratifying to the patient. 


The more you expect of a douche, the more you will use 

Trichotine in the office and prescribe it for home irriga- 

The tion, and recommend it as well for postmenstrual and 
modern postcoital hygiene. 


SURFACE TENSION: TRICHOTINE 34 DYNES; VINEGAR 60 DYNES; TAP WATER 70 DYNES. 
detergent 


THE FESLER COMPANY, INC. 375 Fairfield Avenue, Stamford, Conn. 
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timed-release tablets / suspension 


Each Tussagesic timed-release Tablet 
provides: 

DORMETHAN (brand of dextromethorphan HBr), . 30 mg. 


Dosage: Adults and children over 12 — one 
tablet in the morning, midafternoon and at 
bedtime. Each tablet should be swallowed 
whole to preserve the timed-release action. 


TRADEMARK 


1 


Each tsp. (5 ml.) of Tussagesic Suspension 
provides: 

TRIAMINIC®. . 25 mg. 
DORMETHAN (brand of dextromethorphan HBr), . 15 mg. 
TERPIN HYDRATE . ae 90 mg. 
APAP (acetaminophen). « « « 120mg. 
Tussagesic Suspension is especially suited 
for children and for adults who prefer liquid 
medication; it is pleasantly flavored, non- 
narcotic and non-alcoholic. 


Dosage (to be taken every 3 or 4 hours): 
Adults and children over 12—1 or 2 tsp.; 
Children 6 to 12 —1 tsp.; Children 1 to 6— 
% tsp.; Children under 1 — &% tsp. 


SMITH-DORSEY - a division of The Wander Company - Lincoln, Nebraska 


' for relief from the total cold syndrome. 4 
 #§. 
in- 
her 
[ri- | 
use 
iga- 
and 
| 
| 


76 SOUTHERN MEDICAL JOURNAL NOVEMBER 1960 


in pain, such as that of cancer, Thorazine’, 


brand of chlorpromazine 


one of the fundamental drugs in medi- 


cine, reduces by potentiation the amount 


of narcotic needed; alleviates the anxiety 


that intensifies suffering; improves the 
patients mental outlook. Also, controls 


nausea and vomiting. 
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UNSURPASSED “GENERAL-PURPOSE” CORTICOSTEROID... 


Triamcinolone LEDERLE 


OUTSTANDING FOR “SPECIAL-PURPOSE” THERAPY 
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ATiStOCOLt 


unsurpassed efficacy and relative safety in the therapy of rheumatoid arthritis, 
inflammatory and allergic dermatoses, bronchial asthma, and all other condi- 
tions in which corticosteroids are indicated. But ARISTOCORT has also opened up 
new areas of therapy for selected patients who otherwise could not be given corti- 
costercids. Medicine is now in an era of “special-purpose”’ steroids.' 


One outstanding advantage of triam- 
cinolone is that it rarely produces 
edema and sodium retention.!:? 


The clinical importance of this prop- 
erty cannot be overemphasized in 
treating certain types of patients. 
McGavack and associates® have 
reported the beneficial results with 
ARISTOCORT in patients with existing 
or impending cardiac failure, and those 
with obesity associated with lymph- 
edema. Triamcinolone, in contrast to 
most other steroids, is not contraindi- 
cated in the presence of edema or 
impending cardiac decompensation.* 


Hollander' points out the superiority 
of triamcinolone in not causing mental 
stimulation, increased appetite and 
weight gain, compared to other steroids 
which produce these effects in varying 


degrees. And McGavack,? in a compar- 
ative tabulation of steroid side effects, 
indicates that triamcinolone does not 
produce the increased appetite, insom- 
nia, and psychic disturbances associ- 
ated with other newer steroids. 


ARISTOCORT can thus be advantageous 
for patients requiring corticosteroids 
whose appetites should not be stimu- 
lated, and for those who are already 
overweight or should not gain weight. 
Likewise, ARISTOCORT is suitable for 
the many patients with emotional and 
nervous disorders who should not be 
subjected to psychic stimulation. Fur- 
thermore, ARISTOCORT Triamcinolone, 
in effective doses, showed a low inci- 
dence of side reactions and is a steroid 
of choice for treating the older patient 
in whom salt and water retention may 
cause serious damage.” 


References: 1. Hollander, J. L.: J.A.M.A.172:306 (Jan. 23) 1960. 2. McGavack, 
T. H.: Nebraska M. J. 44:377 ( Aug.) 1959. 3. McGavack, T. H.; Kao, K. Y. T.; 
Leake, D. A.; Bauer, H. G., and Berger, H. E.: Am. J. M. Se. 236:720 ( Dec.) 
1958. 

Precautions: Collateral hormonal effects generally associated with cortico- 
steroids may be induced. These include Cushingoid manifestations and muscle 
weakness. However, sodium and potassium retention, edema, weight gain, 
psychic aberration and hypertension are exceedingly rare. Dosage should be 
individualized and kept at the lowest level needed to control symptoms. It 
should not exceed 36 mg. daily without potassium supplementation. Drug 
should not be withdrawn abruptly. Contraindicated in herpes simplex and 
chicken pox. 


Supplied: Scored tablets—1 mg. (yellow); 2 mg. (pink); 4 mg. (white); 
16 mg. (white). 


LEDERLE LABORATORIES, A Division of AMERICAN CYANAMID COMPANY, Pearl River, New York 
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EDEMA 


Because it acts by regulating a basic physiologic imbalance, 
Aldactone possesses multiple therapeutic advantages in treating 


edema. 

2 Aldactone inactivates a crucial mechanism producing and 

r maintaining edema —the effect of excessive activity of the 
" potent salt-retaining hormone, aldosterone. This corrective ac- 

% tion produces a satisfactory relief of edema even in conditions 

x wholly or partially refractory to other drugs. 

. Also, Aldactone acts in a different manner and at a different 
| site in the renal tubules than other drugs. This difference in 
x: action permits a true synergism with mercurial and thiazide 
ei diuretics, supplementing and potentiating their beneficial 
effects. 

a Further, Aldactone minimizes the electrolyte upheaval often 
re caused by mercurial and thiazide compounds. 


The accompanying graph shows a dramatic but by no means 
unusual instance of the effect of Aldactone in refractory edema. 
The usual adult dosage of Aldactone, brand of spironolactone, 
is 400 mg. daily. Complete dosage information is contained in 
Searle New Product Brochure No. 52. 
SUPPLIED: Aldactone is supplied as compression-coated 
yellow tablets of 100 mg. 
6.0. SEARLE «co., Chicago 80, Illinois. 


Research in the Service of Medicine. 


Gl 
Mrs.L.S., Congestive Heart Failure in 

| TTT TTT sf 
| severe acidosis | co 
acetazoleamide 
| | | | | | 250 mg./Q.0.D. : 

KCI 3.gm./24 hrs. LLU lysine HCI 30 gm./24 hrs. N Ar 
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Glyceryl guaiacolate (Robitussin) exerts “‘the most 
intense and prolonged’? expectorant action “‘of 
practically all drugs presently used clinically as 
expectorants.’’2 It increases the secretion of Re- 
spiratory Tract Fluid almost 200 per cent.2 


Increased R.T.F. helps liquefy sputum,24 making 
it less viscid and easier to raise? and enabling the 
upward-beating tracheal and bronchial cilia to be- 
come more efficient.3:5 


And increased R.T.F. provides a demulcent effect 
that helps soothe dry, irritated membranes lining 
the respiratory passages.'3.6 


Through these “significantly superior’? expecto- 
rant effects, Robitussin increases the probability 
that a cough will achieve its natural purpose—that 
is, to remove irritants such as exudates or mucus 
from the respiratory tract.1.4.5 


Robitussin’ 


glyceryl guaiacolate, 100 mg., in each 5 cc. tea- 
spoonful 


Robitussin’ A-C 


glyceryl guaiacolate, 100 mg.; prophenpyridamine 
maleate, 7.5 mg.; and codeine phosphate, 10 mg.; 
in each 5 cc. teaspoonful 

Exempt narcotic 


references: 1. sianchard, K., and Ford, R. A., Journal- 
Lancet, 74:433, 1954. 2. Cass, L. J., and Frederik, W. S., Am. Pract. 
Dig. Treat., 2:844, 1951. 3. Hayes, E. W., and Jacobs, L. S., Dis. 
Chest, 30:441, 1956. 4. Blanchard, K., and Ford, R. A., Clin. Med., 
3:961, 1956. 5. Blanchard, K., and Ford, R. A., Rocky Mt. M. J., 
po No. 3, 1955. 6. Boyd, E. M., et al., Can. M. Assoc. J., 54:216, 
1946. 


A. H. Robins 
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_stops tension 


For neuralgias, dysmenorrhea, upper respiratory dis- 


tress, and postsurgical conditions...new compound 
kills pain, stops tension, reduces fever— gives more 
complete relief than other analgesics. 


Soma Compound is an entirely new, 
totally different analgesic combination 
that contains three drugs. First, Soma: a 
new type of analgesic that has proved to 
be highly effective in relieving both pain 
and tension.” Second, phenacetin: a 
“standard” analgesic and antipyretic. 


NEW NONNARCOTIC ANALGESIC 


Third, caffeine: a safe, mild stimulant 
for elevation of mood. As a result, the 
patient gets more complete relief than he 
does with other analgesics. Soma Com- 
pound is nonnarcotic and nonaddicting. 
It reduces pain perception without im- 
pairing the natural defense reflexes.” 


Composition: 
Soma (carisoprodol), 200 mg.; 
phenacetin, 160 mg.; 


® caffeine, 32 mg. 
Dosage: | or 2 tablets q.i.d. 
Supplied: Bottles of 50 
apricot-colored, scored tablets. 


NEW FOR MORE SEVERE PAIN 


soma (jompound: codeine 


BOOSTS THE EFFECTIVENESS OF CODEINE: Soma Com- 
pound boosts the effectiveness of codeine. Therefore, only 4 grain of 
codeine phosphate is supplied to relieve the more severe pain that 
usually requires Y2 grain. Composition: Same as Soma Compound plus 4 grain 
codeine phosphate. Dosage: 1 or 2 tablets q.i.d. Supplied: Bottles of 50 white, lozenge- 
shaped tablets; subject to Federal Narcotics Regulations. 


“References available on request. 


(WALLACE LABORATORIES Cranbury, N. J. 
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PROFESSIONAL MEN 


BEECHCRAFT BEECHCRAFT 
BONANZA DEBONAIR 


44 


4 


Choice of Models and Colors in Stock for Immediate Delivery f 


For Descriptive Brochure Write or Call ; 


HAL SPRAGINS, Ill, Atlanta WILLIAM C. SHILLINGLAW, Charlotte Be 


Southern Airways Company 


ATLANTA AIRPORT 


ATLANTA, GEORGIA TEL. POplar 7-3766 
Charlotte, N. C., Tel. FRanklin 6-7150 Birmingham, Ala., Tel. FAirfax 2-0502 
Tampa, Fla., Tel. 2-3363 Orlando, Fla., Tel. CHerry 1-1585 


TWIN. BONANZA 


q BONANZA TRAVEL AIR 
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in upper respiratory infection 


HASACODE 


* Quiets the overactive cough reflex 
* Relieves aches and fever 

* Sedates the anxious patient 

* Handy tablet form 


COMPOSITION: Each tablet contains: 


rT 


Acetylsalicylic Acid................ 2% grain 
Acetophenetidin (Phenacetin)....... 2% grain 
Phenobarbital... Y% grai 
Codeine Phosphate.................. grai 


Hyoscyamus Alkaloids.............. .0337 mg 


DOSE: One or two tablets every 3 or 4 hours, a 
required. Not more than 8 tablets should be take 
in 24 hours. WARNING: may be habit forming. 


also HASACODE “STRONG” 


Same formula as HASACODE, but with % grai 
codeine phosphate. For use where relief of pai 
is the primary target. DOSE: As for HASACODE 


lotte 


And for relief of less severe = 
type of respiratory infection: 


HASAMAL® 


Same formula as HASACODE, but without codein 
phosphate. DOSE: As for HASACODE. 


SUPPLIED: All forms available in bottles of 100 
and 500 tablets. 


CHARLES C, & COMPANY 


Richmond, Virginia\| 
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What’s she doing that’s of medical interest? 


She’s drinking a glass of pure Florida orange juice. And 
that’s important to her physician for several reasons. 

How your patients obtain their vitamins or any of 
the other nutrients found in citrus fruits is of great 
medical interest — considering the fact there are so 
many wrong ways of doing it, so many substitutes and 
imitations for the real thing. 

Actually, there’s no better way for this young lady 
to obtain her vitamin C than by doing just what she is 
doing, for there’s no better source than oranges and 
grapefruit ripened in the Florida sunshine. There’s no 

* substitute for the result of nature’s own mysterious 
chemistry, flourishing in the warmth of this luxurious 
peninsula. 


An obvious truth, you might say, but not so obvious 
to the parents of many teen-agers. 

We know that a tall glass of orange juice is just 
about the best thing they can reach for when they raid 
the refrigerator. We also know that if you encourage 
this refreshing and healthful habit, you’ll be helping 
patients to the finest between-meals drink there is. 

Nothing has ever matched the quality of Florida 
citrus — watched over as it is by a State Commission 
that enforces the world’s highest standards for quality 
in fresh, frozen, canned or cartoned citrus fruits and 
juices. 

That’s why the young lady’s activities are of medical 
interest. 


2 
©Florida Citrus Commission, Lakeland, Florida 
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N ‘SUSPENSION. The ple 
ing fl 


children. 
Singularly. Effective: A 


SUSPENSION ‘is admini: 
ally to a child or a 


weight. For convenience, NEW 
teaspoonful ‘per 22 

(10 Kg.) of body weight 

used. (See li erature 


KE, DAVIS & COMP 
DETROIT 32, MICHIGAN 


with the pinworm problem 

ideal for controlling the spread 
"inva single dose, equivalent to 
Note: Parents and patient ia. 
nts and patients. 
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important new drug in the 
treatment of Amebiasis 


90% cures with ANAMEBA* 


Re-examinations four months 


(From Craig and Faust, 
Clinical Parasitology) 


19% INCIDENCE: ANAMEBA SPECIFIC 
FOR AMEBIASIS 


Frye and Lampert! recently studied the 
effect of Anameba in the treatment of 
asymptomatic Endameba histolytica 
carriers. They concluded that ‘‘Results 
of treatment . . . with Anameba in a 
group of 23 carriers of E. histolytica 
were excellent. No toxic reactions or 
side effects were noted among the 49 
subjects who received the drug. . . 
There was no nausea, diarrhea or other 
sign of toxicity or side effects.” 


RESULTS OF POST-TREATMENT STOOL EXAM- 
INATIONS FOR E. HISTOLYTICA 
Posi 


No. itive 
No. of Patients No. of No. Positive After First Course 
Examined Controls | Before Treatment of Treatment 


later showed 90% of 
the patients were 
still cured. 


8 DAYS OF TREATMENT RESULTS 
IN 99% CURES 


A single course of treatment (1 tablet t.i.d. for 8 
days) results in improvement or complete allevia- 
tion of symptoms. Relief of symptoms of abdominal 
distress and flatulence is prompt. No toxic reactions 
or side effects occur, and no alteration in diet is 
necessary during Anameba therapy. 


Each Anameba tablet contains: Iodochlorhydroxy- 
quin 125 mg., and Bacitracin-methylene disalicylate 
5000 U.S.P. Units. Supplied: In bottles of 24 tablets. 


When you suspect amebiasis—specify ANAMEBA. 
For additional information, please write our Med- 
ical Department. 


1. Frye, W.W., and Lampert, R.: Treatment of 
Asymptomatic Endamoeba histolytica Carriers with 
a Formulation of Bacitracin-Methylene Disalicylate 
and Iodochlorhydroxyquin (Anameba). (To be pub- 
lished in Am. J. Gastroenterol., October, 1960.) 


CHICAGO PHARMACAL COMPANY 
5547 N. Ravenswood Ave., Chicago 40, lil. 
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- Blood pressure that goes up with stress 
often comes down with SERPASIL 


(reserpine ciBa) 
One reason that many cases of hypertension In mild to moderate hypertension, Serpasil is 
respond to Serpasil is that many cases are as- basic therapy, effective alone ‘‘...in about 70 
sociated with stress. Stress situations produce per cent of cases...’’* 
stimuli which pass through the sympathetic In severe hypertension, Serpasil is valuable as 
nerves, constricting blood vessels, and increas- a primer. By adjusting the patient to the physio- 
ing heart rate. Hyperactivity of the sympathetic logic setting of lower pressure, it smooths the 
nervous system may elevate blood pressure; if way for more potent antihypertensives. 
prolonged, this may produce frank hyperten- In all grades of hypertension, Serpasil may be 


sion. By blocking the flow of excessive stimuli used as a background agent. By permitting 
to the sympathetic nervous system, Serpasil lower dosage of more potent antihypertensives, 
guards against stress-induced vasoconstriction, Serpasil minimizes the incidence and severity 


brings blood pressure down slowly and gently. of their side effects. CIBA 
*Coan, J. P., McAlpine, J. C., and Boone, J. A.: J. South Carolina M. A. 51:417 (Dec.) 1955. 2ssome —emelioalice: 
Complete information available on request. 
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ANNOUNCING 


The Twenty-Fourth Annual Meeting 


of 


THE NEW ORLEANS GRADUATE 
MEDICAL ASSEMBLY 


Conference Headquarters—Roosevelt Hotel 


March 6, 7, 8, 9, 1961 


GUEST SPEAKERS 


Arthur S. Keats, M.D., Houston, Tex. Leon L. Wiltse, M.D., Long Beach, Calif. 


Anesthesiology Orthopedic Surgery 

Robert R. Kierland, M.D., Rochester, Minn. Sam E. Roberts, M.D., Kansas City, Mo. 
Dermatology Otolaryngology 

Frank B. McGlone, M.D., Denver, Colo. S. E. Gould, M.D., Eloise, Mich. 
Gastroenterology Pathology 


Thomas T. Jones, M.D., Durham, N. C. 


S. : , M.D., Jersey City, N. J. 
General Practice Stuart S. Stevenson, M Jersey City J 


Pediatrics 
sap Son M.D., Columbus, Ohio Harry E. Bacon, M.D., Philadelphia, Pa. 
Proctology 
Walter Lyon Bloom, M.D., Atlanta, Ga. ie © 
Albert Jutras, M.D., Montreal, Quebec, Can. 
Radiology 


Herman J. Moersch, M.D., Rochester, Minn. 


Internal Medicine Robert J. O. Coffey, M.D., Washington, D. C. 


William A. Sodeman, M.D., Philadelphia, Pa. ey 

Internal Medicine Harwell Wilson, M.D., Memphis, ‘Tenn. 
Jack A. Pritchard, M.D., Dallas, Tex. Surgery 

Obstetrics Thomas E. Gibson, M.D., San Francisco, Calif. 
Daniel Snydacker, M.D., Chicago, Ill. Urology 

Ophthalmology 


Lectures, symposia, clinicopathologic conferences, round-table luncheons, medical motion 
pictures, scientific exhibits and technical exhibits. 


(All-inclusive registration fee—$20.00) 


THE CLINICAL TOUR TO THE ORIENT VISITING HAWAII, THE 
PHILIPPINES, HONG KONG AND JAPAN 


Leaving March 10 via Air and Returning March 30,1961 ;.__ 
(Optional extensions may be arranged) 


For information concerning the Assembly meeting and the tour write Secretary, Room 
103, 1430 Tulane Avenue, New Orleans 12, La. 
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advantages you can expect to see with Stelazine 


brand of trifluoperazine 
e Prompt control of the underlying anxiety. Beneficial effects are often seen within 24-48 hours. 


e Amelioration of somatic symptoms. Marx! reported from his study of 43 office patients that 


‘Stelazine’ “appeared to be effective for patients whose anxiety was associated with organic—as 
well as functional disorders.” 


e Freedom from lethargy and drowsiness. Winkelman? observed that ‘Stelazine’ “produces a 
state approaching ataraxia without sedation which is unattainable with currently available neuro- 


leptic agents; its freedom from lethargy and drowsiness makes [‘Stelazine’] extremely well accepted 
by patients.” 


Optimal dosage: 2-4 mg. daily. Available as 1 mg. and 2 mg. tablets, in bottles of 50 and 500. 


N.B.: For further information on dosage, side effects, cautions and contraindications, see available comprehensive 
literature, Physicians’ Desk Reference, or your S.K.F. representative. Full information is also on file with your pharmacist. 


Farther Clinical and Laboratory Studies, Philadelphia, Lea & Febiger, 1959 p. 89 SM ITH 
KLINE & 
FRENCH 
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‘ideal for the ‘hospital 
the busy clinic 


EK-IIl console 


ECG accuracy and convenience are skillfully 
combined in the new Burdick EK-III Console 
Electrocardiograph — especially adapted for 
hospital use. The built-in recording unit features 
greatly simplified paper loading, finer definition 
with a tubular stylus, fast switching from lead 
to lead, and both 25- and 50-mm. speeds. Easy 
mobility plus ample storage and work space are 
also important features of the EK-III Console. 


Recessed, removable 
Electrocardiograph 


Working space on 
cabinet top 


Ample drawer capacity 
Retractable line cord 


Large, easy-rolling 
casters 


Convenient handle bars 


© © 


VERSATILE CONVENIENT DEPENDABLE 


THE BURDICK 

CORPORATION 

MILTON, WISCONSIN 

Branch Offices: New York ¢* Chicago * Atlanta © Los Angeles 
Dealers in all principal cities 
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CLASSIFIED ADVERTISEMENTS 


WANTED~—Internist and Pediatrician. A well-estab- 
lished obstetrician-gynecologist, ophthalmologist, oto- 
rhinolaryngologist, and general surgeon, wish to add 
an internist and pediatrician to their group; midwest 
location near large city; complete laboratory facilities 
under the auspices of a registered medical technolo- 
gist; x-ray facilities under the direction of a Radiolo- 
gist, Pharmacy and Optical Shop. Contact VSA, c/o 
SMJ. 


FOR SALE—Office and home combination; beautiful 
subtropical lower Rio Grande Valley of Texas; due 
to health reasons must relocate; office 4 rooms and 
bath; two bedroom home; ranch style brick veneer; 
central gas heat; air conditioned; on limited practice 
grossed $40,000.00 last year with no O.B.s or major 
surgery; potential unlimited; 3 open staff hospitals 
within 10 miles; new Methodist hospital under con- 
struction; metropolitan area; 16 miles to Old Mexico; 
40 miles to Gulf of Mexico and marvelous fishing; 
deer, whitewing, dove plentiful; must sacrifice for 
quick sale; terms to reliable party. Contact Dr. George 
W. Diver, Box 127, Elsa, Texas. 


NEEDED—Physician, Internist or General Practitioner 
not over 65. Work not heavy, only hospital patients 
to be seen. Good salary for dependable man. If inter- 
ested, call WOrth 1-1151 or write: Hill Crest Sani- 
tarium, Box 2896 Woodlawn, Birmingham 6, Ala- 
bama. 


WANTED—General Practitioner or General Surgeon 
for group practice in Southern Clinic Industrial Medi- 
cine Division. Guaranteed salary, percentage arrange- 
ment and fringe benefits. Contact RP, c/o SMJ. 


(Continued from page 1478) 


Professional Building, Atlanta, is Secretary of the 
group. 

Dr. Ernest E. Proctor, Jr., Newnan, was recently 
chosen as “Man of the Week” by the Millen News. 

Dr. Sanford J. Matthews, Atlanta, has been elected 
a member of the Medical Advisory Committee of the 
Crippled Children’s Division of the Georgia State De- 
partment of Health. He continues as Medical Director 
of the Seizure Program for the Crippled Children’s 
Division. 

Dr. Bernard S. Lipman, Atlanta, has been appointed 
Co-Director of the Giddings Memorial Heart Clinic 
and will also serve on the Executive Committee of the 
Clinic. 

Officers of the medical staff at the Baldwin County 
Hospital include Dr. James Baugh, Chief; Dr. Howard 
Cary, Vice-Chief; and Dr. Zeb Burrell, Secretary. All 
are of Milledgeville. 

The new Chairman of the Chattooga County Tuber 
culosis Association is Dr. Vivion F. Shull, Summerville. 


The Floyd County Hospital Authority announces 
(Continued on page 92) 
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for bedridden as well as ambulant patients 
Pleasant Tasting 


milk-like action... 


no constipation or laxation... 
no interference with gastrointestinal absorption... 


HENEVER an A 
is indicated: 


e Peptic ulcer (gastric and duodenal) 


e Heartburn due to 


indiscretions, pregnancy 
e Gastric hyperacidity associated with 
acute, subacute, and chronic gastritis 


@ Drug-induced gastric hyperacidity re- 
sulting from administration of salicyl- 
ates, corticosteroids, reserpine, etc. 


NTACID 


dietary or alcoholic 


falac 


TABLETS 


pt prolonged action 
here, anytime. 
th, deliciously fla- 
blets may be chew- 
olved in mouth, or 
bwed with water. 
ability: White, mint-flavored 
Gm, In bottics of 100. 


* 
for relief in a teaspoonful 


Titralac’ 


LIQUID 


Just one teas: ful—not 
ounces or tablespoonfuls. 
Fresh minty flavor appeals 
to the most finicky palate 
ce. 
taining tycine 0.30 Gm. and 
pee 0.70 ry In 
bottles of 8 fl, oz. 


F when spasm is a predominant factor 


Titralac-spP’ 


Titralac plus homatropine 
methylbromide, for acute 

or when spasm con- 
tributes to symptom pic- 
ture. Same delicious taste as 


Availability: Pink, mint-flavored 
tablets, each containing Titralac 
formula plus 0.5 mg. homatropi 
methylbromide, bottles of 100. 


"Titralac tablets and liquid. 


1960 
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in its completeness 


35 
Digitalis 
(Davies, Rose) 

0.1 Gram 
1% grains) 


Without prescrip: 


SAVIES, ROSE & CO. ind 
Some, Sa 


Each pill is 
equivalent to 
one USP Digitalis Unit 


Physiologically Standardized 
therefore always 
dependable. 


Clinical samples sent to 
physicians upon request. 


Davies, Rose & Co., Ltd. 
Boston, 18, Mass, 
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(Continued from page 90) 
the following officers: Dr. Harlan Starr, President; Dr, 
R. J. Black, President-Elect; Dr. Sam Garner, Vice. 
President; and Dr. Tom Moss, Jr., Secretary. The phy- 
sicians are all of Rome. 

Dr. A. P. Ohlmacher, Baxley, has been appointed to 
the consulting staff of the Bacon County Hospital. 

Dr. Alton V. Hallum, Atlanta, is President of the 
Emory University Alumni Association. 

Dr. Walter G. Rice has been appointed Dean of the 
Medical College of Georgia and Dr. Frederick P. Zug. 
pan has been named Chairman of the Department of 
Obstetrics and Gynecology. 

Officers of the Georgia Society of Anesthesiologist 
are Dr. Walter F. Homeyer, Jr., Macon, President; Dr, 
Robert A. Matthew, Albany, Vice-President; and Dr, 
Frederick A. Carpenter, Atlanta, Secretary-Treasurer, 


KENTUCKY 


Dr. A. Clayton McCarty, Louisville, First Vice-Presi- 
dent of Southern Medical Association, has been chosen 
President-Elect of the American Geriatrics Society. Dr 
McCarty served as a Vice-President of the Society last 
year. 

Drs. Sam A. Overstreet and George W. Pedigo, both 
of Louisville, were re-elected Editor and Associate Edi- 
tor, respectively, of The Journal of the Kentucky State 
Medical Association for two year terms. 

Dr. G. L. Simpson, Greenville, represents the Ken 
tucky State Medical Association on the new Advisory 
Council for Indigent Medical Assistance appointed by 
Governor Bert Combs. 

Dr. Charles F. Wood, Louisville, is the medical rep: 
resentative on the new 7 member board of the Com 
mission for Handicapped Children appointed by Gov 
ernor Combs. 

Dr. Carl T. Clark, Lexington, has been named Fay: 
ette County Physician. 

Dr. Joseph M. Ray recently joined the staff of they 
Lexington VA Hospital. 

Dr. W. M. Savage, Maysville, has been certified as@ 
Diplomate of the American Board of Abdominal Sur 
gery. Dr. Savage was recently renamed President of the 
Mason County Medical Society. 

Dr. Molloy G. Veal, Jr., is now on the staff of thé 
Henderson Clinic in Henderson. 

Several faculty changes at the University of Louit 
ville School of Medicine have been announced by the 
University Trustees. Dr. Frank M. Gaines, Jr., Associate 
Professor of Psychiatry, has been named to the newly 
created post of Assistant Dean of the school. He will 
continue as an Associate Professor. Promotions of met 

ical school staff include: Dr. Joseph A. Little, to Pm 
fessor of Pediatrics; Drs. Cathryn Handelman, Nathaa 
Handelman, Martin Z. Kaplan, and Elliott Podoll, @ 
Assistant Professors of Pediatrics; and Dr. Louis Poskoe 
and Danial N. Pickar, to Associate Professors of Medi- 
cine. Newly-appointed staff members are: Dr. Donald 
M. Thomas, Instructor in Anesthesiology; Drs. Glenn 
R. Stoutt, Jr., and Nan Elizabeth Robinson, Instructors 
in Child Health; Drs. Nina Kateryniuk and Elizabeth 
Woodward, Instructors in Psychiatry; and Dr. Norton 
G. Waterman, Instructor in Surgery. 


(Continued on page 94) 


4 J 
92 
4 
j 
-_ 
4 
| +4 
| 
ay 
| 
j 
| 
\ 
— | 


ent; Dr, 
Vice- 
‘he phy- 


inted to 
ital. 


t of the 


of the 
P. Zus- 
tment of 


‘siologists 
dent; Dr. 

and Dr, 
“reasurer, 


‘ice-Presi- 
chosen 
ciety. Dr. 
ciety last 


ligo, both 
ciate Edi- 
ucky State 


the Ken 
Advisory 
ointed by 


dical 
the Com- 
d by Gow 


amed Fay: 
taff of they 


rtified as @ 
minal Sur 
dent of the 


staff of the 


y of 
iced by the 
r., Associate 
the newly 
ol. He will 
ons of med 
tle, to Pro 
an, Natham 
t Podoll, t 
ouis Poskoe 
yrs of Medi- 
Dr. Donald 
Drs. Glenn 
, Instructors 
1d Elizabeth 
Dr. Norton 


NEEDED: THE APPETITE SUPPRESSANT STRONG ENOUGH AND SAFE ENOUGH TO DO THE JOB 


Ambar controls many cases of overeating/obesity 10-12 hour extended action tablets, methamphe- 
refractory to usual therapy. To strengthen the tamine HC! 10.0 mg., phenobarbital 64.8 mg. 
will for successful dieting, the methampheta- AMBAR #2 EXTENTABS, methamphetamine HCl 
mine-phenobarbital in Ambar is designed to 15.0 mg., phenobarbital 64.8 mg. Also conven- 
improve mood without harmful CNs overstimu- tional AMBAR TABLETS, methampheta- West 

lation. Available in different forms to enable mine3.33mg., phenobarbital 21.6mg. 
individualization of dosage: AMBAR #1 EXTENTABS, A. H. ROBINS CO.,INC., RICHMOND 20, VA. 7am 


Ambar #1 Extentabs /Ambar #2 Extentabs 


‘ 
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FROM harsh, irritant toilet paper 


TO gentle, soothing 


( Ss 
-soft, cotton flannel pads saturated with witch 
hazel (50%) and glycerin (10%), pH 4.6 


Routine use of moist, antipruritic TUCKS after 
defecation improves many intractable cases of 
pruritus ani and is a valuable adjunct to specific 
therapy. In milder cases, regular cleansing with 
TUCKS is often curative. 


Try TUCKS ... for your next pruritus patient, 
Jars of 40 and 100. 


Please send me a sample supply of TUCKS. 
M.D. 


Address 
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FULLER PHARMACEUTICAL COMPANY 
3108 W. Lake Street 
. Minneapolis 16, Minnesota 
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(Continued from page 92) 
LOUISIANA 


The twenty-fourth annual meeting of the New Or. @ 
leans Graduate Medical Assembly will be held March 
6-9, 1961, with headquarters at the Roosevelt Hotel, 
Nineteen outstanding guest speakers will participate @ 
and their presentations will be of interest to both 
specialists and general practitioners. The program 
will include 57 informative discussions on many 
topics of current medical interest, in addition to g 
clinicopathologic conferences, symposia, medical mo- 
tion pictures, round-table luncheons, scientific exhibits 
and tehnical exhibits. Following the meeting in New § 
Orleans, arrangements have been made for a Clinical 
tour to the Orient leaving New Orleans via air on 
March 10, to make a connection with jet flight leaving 
Los Angeles at night. The itinerary includes visits to 
Hawaii, the Philippines, Hong Kong and Japan, re- 
turning on March 30 to gateway city of choice—Logs 
Angeles, San Francisco, or Seattle. (Optional exten- 
sions may be arranged.) Details of the New Orleans 
meeting and the tour are available at the office of 
the Assembly, Room 103, 1430 Tulane Avenue, New § 
Orleans 12, Louisiana. 


MARYLAND 


New officers of the Baltimore County Medical Asso- 
ciation include: Dr. Margaret L. Sherrard, Baltimore, 
President; Dr. Frank T. Kasik, Baltimore, Vice-Presi- 
dent; and Dr. Elizapveth B. Sherrill, Cockeysville, Secre- 
tary-Treasurer. Dr. Gerald N. Maggid, Pikesville, is a 
new member of the Association. 


Dr. E. Cowles Andrus, Associate Professor of Medi- 
cine at Johns Hopkins University School of Medicine, 
has been appointed as Editor of Modern Concepts of 
Cardiovascular Disease, the American Heart Associa- 


tion’s monthly publication for cardiologists and other am 


physicians. 
MISSISSIPPI 


Dr. W. H. Burrow, Greenville, is the new President q 
of the Washington County Chapter of the American 
Red Cross. 

Dr. John R. Davis has joined the staff of the Nat- 
chez Medical Clinic. 

Dr. John T. Frazier, Columbus, has been elected 
Second Vice-President of the local Lions Club. 

Dr. W. E. Godfrey has joined the staff of the Barnes 
and Loe Clinic in Natchez. 

Dr. Varna Peyton Love has joined the Tippah Coun- 
ty Hospital as x-ray technician. 

The new President of the Maben Lions Club is Dr. 
‘Travis E. Lunceford, Maben. 

Dr. M. L. Pharr, Jackson, has been named Secretary- 
‘Treasurer of the Fondren Civitan Club. : 

Dr. John B. Spriggs has joined the staff of the Biloxi 
Trudeau-Bolton Clinic. 

Dr. Robert Townes, Grenada, has been named Sec- 
fond Vice-President of the local Lions Club. 

Dr. William Thornton was recently elected President 
of the Meridian Exchange Club. 


(Continued on page 98) 
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YOU Cal T 
effective antibiotic than 


ERYTHROCIN 


rythromycin, Abbot 
How much “spectrum” do you need in ae 
ing an infection? Clearly you want an anti- 
biotic that will show the greatest activity 
against the offending organisms and the least 
activity against non-pathogenic gastro-intes- 
tinal flora. 


Weigh these criteria — and make this com- 
Parison — when treating your next coccal 
infection. Erythrocin is a medium-spectrum 


011297 


positive organisms. In this it comes close to 
being a “specific” for coccal infections—which 
means it is delivering a high degree of activ- 
ity against the majority of common infection- 
producing bacteria. 


And against many of the troublesome “staph” 
strains — a group which shows increasing re- 
sistance to penicillin and certain other an- 
tibiotics — Erythrocin continues to provide 
bactericidal activity. Yet, as potent as Eryth- 
rocin is, it rarely has a disturbing effect on 
normal gastro-intestinal flora. Comes in easy- 
to-swallow Filmtabs®, 100 and 250 mg. Usual 
adult dose is 250 mg. every six hours. 
Children, in proportion to age and 

weight. Won’t you try Erythrocin? 
®Filmtab—Film-sealed tablets, Abbott. 
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@ safe for children & adults 
@ no burning or irritation 

@ no bad taste or after-reaction 
@ no risk of sensitization 
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fight colds on the go! 


NOSE DROPS 


quick relief from 
nasal congestion in colds, 


allergic rhinitis 


Samples on request THE RHINOPTO COMPANY 


905 Cedar Springs « Dallas, Texas 


Contains: Phenylephrine Hydrochloride 0.15%, aia Hydrochloride 0.3% in an isotonic saline menstruum 


NOVEMBER 1960 


New Concepts of 
OPTIMAL NUTRITION 
during THE SECOND 

FORTY YEARS 


Optimal nutrition at all ages is promoted excel- 
lently by routine use of VITA-FOOD Brewers’ 
Yeast—“‘an excellent source of protein of high 
biologic value and of the vitamins of the 
B complex.” 

Eminently valuable too are its unsurpassed 
digestability, its content of minerals and_ lipo- 
tropic factors, its virtually ideal nutritional 
balance—for normal CO-ACTION of essential 
nutrients, a synergism indispensable to endur- 
ing vigor. 

VITA-FOOD Brewers’ Yeast is authoritatively 
attested to be most useful for older patients—in 
whom the extreme SUBTLETY of cumulative 
nutritional insults is fostered by TIME, which 
may bring increased demands for proteins and 
vitamins. 

For prevention and in dietotherapy of many 
disorders throughout THE SECOND FORTY 
YEARS, prescribe as a routine supplement. 


VITA-FOOD 


Brewers’ Yeast 


TUCKER HOSPITAL, INC. 


212 West Franklin St. 
RICHMOND, VIRGINIA 


A private hospital for diagnosis and 
treatment of psychiatric and neurologi- 
cal patients. Hospital and out-patient 


services. 


(Organic diseases of the nervous system, psycho- 
neuroses, psychosomatic disorders, mood disturb- 
ances, social adjustment problems, involutional 
reactions and selective psychotic and alcobolic 
problems.) 


Dr. JAMES ASA SHIELD Dr. WEIR M. TUCKER 
Dr. Grorce S. Futtz, Jk. Dr. AMELIA G. Woop 
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for smooth therapeutic control 


_ BUTIBEL offers an important clinical refinement in the re‘ief of gastro- 
intestinal spasm...co-ordination of the reliable antispasmodic and anti- 


secretory activity of extract of belladonna 15 mg. and the intermediate 
M’ butabarbital sodium 15 mg. 

e dras ” Since these two components 
- duration of action, BUTIBEL 

/ makes noiitie an even, time-matched therapeutic continuity 


| for eee control of both tension and spasm, without the “cumulative 
drag’ $0 many with phenobarbital. 
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Dr. Frank Wade has joined the Medical and Surgical 
Clinic in Magee. 

New members of the Mississippi State Medical Asso- 
ciation include Dr. Robert R. Gatling, Jackson; Dr. 
Lucien R. Hodges, Jackson; and Dr. Robert L. Nix, 
Picayune. 


MISSOURI 


Dr. George E. Thoma, St. Louis, is President of the 
Central Chapter of the Society of Nuclear Medicine. 

Dr. David M. Kipnis has been named Director of the 
Washington University Center. 

Dr. Norman D. Asel has been appointed Professor 
and Chairman of the Department of Dermatology at 
the University of Missouri Medical School. 

Dr. Robert L. Jackson, Columbia, was _ recently 
named Vice-Chairman of the Council on Foods and 
Nutrition of the American Medical Association. 

The Kansas City Blue Shield has elected Dr. Gerald 
Miller, Kansas City, as Secretary. 

New members of various medical societies in Mis- 
souri include: Jackson County, Drs. Curtis U. Frank- 
lin, Robert L. Goolsbee, Arthur G. Petersen, and 
Carlos G. Santoro, all of Kansas City; Dallas-Hickory- 
Polk County, Dr. Ben Koon, Bolivar; and St. Louis, 
Dr. Kenneth E. Walter, St. Louis. 

Dr. Frederick B. Campbell, Kansas City, was re- 
cently elected President of the American Board of 
Colon and Rectal Surgery. 
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The medical staff of the Phelps County Memorial 
Hospital recently installed Dr. M. K. Underwood, 
Rolla, as Chief of Staff. Dr. J. D. Butts, Rolla, was 
elected Assistant Chief of Staff. 

The St. Louis chapter of the National Multiple 
Sclerosis Society has named Dr. James L. O'Leary as 
Chairman of the medical advisory board. Other mem- 
bers of the board are Drs. Eli Robins, Sol Sherry, 
Herbert E. Rosenbaum, Louis L. Tureen and Irwin 
Levy, all of St. Louis. 

New faculty appointments at the St. Louis Univer. 
sity School of Medicine include Dr. Daniel L. Azar. 
noff, Assistant Professor in Internal Medicine; Dr, 
Aaron M. Bernstein, Instructor in Internal Medicine; 
Dr. Robert L. Kistner, Instructor in Surgery; Dr. John 
J. McNamara, Instructor in Radiology; Dr. Daniel 
I. Mullally, Instructor in Microbiology; Dr. Audrey 
L. Stevens, Instructor in Pharmacology; Dr. David 
L. Simon, Instructor in Pediatrics; and Dr. Mary Lou 
Thomasson, Instructor in Radiology. 

The Washington University School of Medicine an- 
nounces the following new faculty members: Dr, 
Hiromichi T. Narahara, Assistant Professor of Bio- 
chemistry; Dr. Kaye H. Kilburn, Instructor in Internal 
Medicine; Dr. William H. McAlister, Instructor in 
Radiology; Dr. Peter A. Morrin, Instructor in Medi- 
cine; Dr. Charles W. Parker, Instructor in Medicine; 
Dr. Ellen Evans Smith, Research Instructor in Phar- 
macology; Dr. ‘Tsuyoshi Yamashita, Research Instructor 
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IN ANGINA PECTORIS 
keep him active and less 
concerned with himself 


PENTOXYLON 


Tablets Containing Pentaerythrito! Tetranitrate (PETN) 10 mg. and Rauwiloid® (Alseroxylon) 0.5 mg. 


Relief of Pain... Long-Acting Coronary 
Vasodilatation (PETN) 2 


Relief of Anxiety and Tachycardia... 


Bradycrotic and Gentle Tranquilizing 
Action (Rauwiloid) 


Dosage: One to two tablets q.i.d. before meals 
and on retiring. 


Northridge, Califomia 
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on the pathogenesis 
of pyelonephritis: 


“An inflammatory reaction here [renal papillae] 
may produce sudden rapid impairment of renal 
function. One duct of Bellini probably drains 
more than 5000 nephrons. It is easy to see why a 
small abscess or edema in this area may occlude 
a portion of the papilla or the collecting ducts 
and may produce a functional impairment far in 
excess of that encountered in much larger lesions 
in the cortex.”! 

The “exquisite sensitivity”? of the medulla to 
infection (as compared with the cortex), high- 
lights the importance of obstruction to the 
urine flow in the pathogenesis of pyelonephritis. 
“There is good cause to support the belief that 
many, perhaps most, cases of human pyelone- 
phritis are the result of infection which reaches 
the kidney from the lower urinary tract.” 


to eradicate the pathogens no matter the pathway 


FURADANTIN 


brand of nitrofurantoin 


High urinary concentration @ Glomerular filtration plus tubular excretion @ Rapid antibacterial 
action @ Broad bactericidal spectrum @ Free from resistance problems @ Well tolerated—even 
after prolonged use @ No cross resistance or cross sensitization with other drugs 


Average Furadantin Adult Dosage: 100 mg. tablet q.i.d. with meals and with food or milk on retir- 
ing. Supplied: Tablets, 50 and 100 mg.; Oral Suspension, 25 mg. per 5 cc. tsp. 


References: 1. Schreiner, G. E.: A.M.A. Arch. Int. M. 102:32, 1958. 2. Freedman, L. R., and Beeson, P. B.: Yale J. Biol. & 
Med. 30:406, 1958. 3. Rocha, H., et al.: Yale J. Biol. & Med. 30:341, 1958. 


NITROFURANS—a unique class of antimicrobials 
EATON LABORATORIES, DIVISION OF THE NORWICH PHARMACAL COMPANY, NORWICH, N. Y. 
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in Ophthalmology; and Dr. Pedro Luis M. Albernaz, 
Research Assistant in Otolaryngology. 


NORTH CAROLINA 


The Ninth Annual Gaston Memorial Hospital Sym- 
posium will be held Nov. 17, 1960, at the Masonic 
Temple in Gastonia. The guest speaker will be Dr. 
Owen H. Wangensteen of the University of Minne- 
sota. For further information write Dr. Leslie M. Mor- 
ris, Medical Building, Gastonia, North Carolina. 

Dr. Logan T. Robertson, Asheville, has been reap- 
pointed as a member of the Medical Advisory Council 
of the American Association of Industrial Nurses. 

Officers of the Ninth District Medical Society are 
Dr. G. M. Billings, President; Dr. J. B. Helms, Vice- 
President; and Dr. L. B. Snow, Secretary-Treasurer, all 
of Morganton. 

Several news items concern members of the faculty 
at Bowman Gray School of Medicine. Dr. Eben Alex- 
ander, Jr., Professor of Neurosurgery, has been ap- 
pointed to the Editorial Board of the Journal of 
Neurosurgery. Dr. Walter J. Bo has joined the faculty 
as Associate Professor of Anatomy. Dr. Richard C. 
Proctor, Associate Professor of Psychiatry, has been 
named Chairman of the Department of Psychiatry. 

New members of the Medical Society of the State of 
North Carolina include: Dr. Claudia G. Oxner, Ashe- 
ville; Dr. Luman H. Tenney, Arden; Dr. John T. Day- 
ton, Charlotte; Dr. Charles O. Chrysler, Charlotte; Dr. 
William J. Callison, Asheville; Dr. Robert E. Nolan, 
Winston-Salem; Dr. Henning F. Adickes, Jr., Charlotte; 
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Dr. Julian Barker, Charlotte; Dr. Hugh H. Hayes, Jr,, 
Charlotte; Dr. William M. Eubanks, Jr., Charlotte; and 
Dr. Cecil L. Johnston, Goldsboro. 


OKLAHOMA 


Officers of the Oklahoma State Radiological Society 
are Dr. J. W. Murphree, Ponca City, President; Dr, 
Sam Glasser, Oklahoma City, Vice-President; Dr. E. D. 
Greenberger, McAlester, Secretary; and Dr. Samuel 
Pollack, Tulsa, Treasurer. 

Dr. Ralph A. McGill, Tulsa, was recently honored 
by the American Cancer Society’s Tulsa unit when he 
was named as the unit's first Honorary Life Member, 

New appointments at the University of Oklahoma 
School of Medicine include Dr. Joseph M. White, Jr, 
Head of the Department of Anesthesiology, new Asso- 
ciate Dean in charge of special training and research; 
Dr. Anton Lindner, Associate Professor of Pathology; 
Drs. Jimmy L. Simon, Robert E. Myers, and Jacob L. 
Kay, all Instructors in Pediatrics; and Drs. James W. 
Hampton and Gerald Honick, both Clinical Assistants 
in Medicine. 


TENNESSEE 


Dr. Glenn E. Horton, Memphis, has been appointed 
a member of the Section on Pulmonary Function Test- 
ing and of the Committce on Pulmonary Physiology 
of the American College of Chest Physicians. 

Several new faculty promotions at the University of 
Tennessee College of Medicine in the School of Biolog- 
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HILL CREST SANITARIUM 


Established in 1925 


FOR NERVOUS AND MENTAL DISEASES 


~ 


Out-Patient Clinic and Offices 


James A. Becton, M.D. 


P. O. Box 2896, Woodlawn Station, Birmingham 6, Ala. 


AND ADDICTION PROBLEMS 


James Keen Ward, M.D. 
Phone WO 1-1151 and WO 1-1152 
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® 


(triacetyloleandomycin) 
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For nutritional support VIT ERRRA\ Vitamins and Minerals 
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1,928 published cases in the two years since 
TAO was released for general use show: 


94.3% effectiveness in respiratory infections (617 cases 
including tonsillitis, staphylococcal and streptococcal pharyngi- 
tis, bronchitis, infectious asthma, broncho-pneumonia, lobar 
pneumonia, bronchiectasis, lung abscess, otitis.) 

You can count on TAO. 


92% effectiveness in skin and soft tissue infections (900 
cases including pyoderma, impetigo, acne, infected skin disor- 
ders, wounds, incisions and burns, furunculosis, abscess, celluli- 
tis, chronic ulcer, adenitis.) You can count on TAO. 


87.1% effectiveness in genitourinary infections (349 
cases including urethritis, cystitis, pyelitis, pyelonephritis, orchi- 
tis, pelvic inflammation, acute gonococcal urethritis, lympho- 
granuloma venereum.) You can count on TAO. 


75.8% effectiveness in diverse infections (62 cases includ- 
ing fever of undetermined origin, peritoneal abscess, osteitis, 
periarthritis, septic arthritis, staphylococcal enterocolitis, gas- 
troenteritis, carriers of staphylococci.) You can count on TAO. 


95.6% of 1,928 cases free of side effects—in the remain- 
ing 4.4%, reactions were chiefly mild gastrointestinal disturb- 
ances which seldom necessitated discontinuance of therapy. 


*in 884 of 1,928 cases the causative organisms were mostly 
staphylococci. The majority of clinical isolates were found to be 
resistant to at least one of the commonly used antibiotics and 
many patients had failed to respond to previous therapy with one 
or more antibiotics. TAO proved 93.4% effective in these 884 
cases. 


Complete bibliography available on request. 


DOSAGE: varies according to severity of infection. Usual adult 
dose—250 to 500 mg. q.i.d. Usual pediatric dose: 3-5 mg./Ib. 
body weight every 6 hours. 

NOTE: In some children, when TAO was administered at considerably 
higher than therapeutic levels for extended periods, transient-jaundice 
and other indications of liver dysfunction have been noted. A rapid and 
complete return to normal occurred when TAO was withdrawn. 

SUPPLY: TAO CAPSULES—250 mg. and 125 mg.,bottles of 60. 
TAO ORAL SUSPENSION —125 mg. per 5 cc. when reconstituted, 
palatable cherry flavor, 60 cc. bottles. TAO PEDIATRIC DROPS— 
100 mg. per cc. when reconstituted, flavorful; special calibrated 
dropper, 10 cc. bottles. INTRAMUSCULAR or INTRAVENOUS — 
10 cc. vials, as oleandomycin phosphate. 

OTHER TAO FORMULATIONS ALSO AVAILABLE: TAO®-AC (Tao, analgesic, 


antihistaminic compound) capsules, bottles of 36. TAOMID® (Tao with 
Triple Sulfas)—tablets, bottles of 60. Oral Suspension—60 cc. bottles. 


Formulated from Pfizer's line of fine pharmaceutical products. 


New York 17, N.Y. 
Division, Chas. Pfizer & Co., Inc. 
Science for the World's Well-Being™ 
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ical Sciences have been announced. Dr. Anna Dean 
Dulaney, from Associate Professor to Professor; Dr. 
Sidney A. Coleman, from Assistant Professor to Associ- 
ate Professor; Dr. Terry P. Cruthirds, and Dr. Jerry T. 
Francisco, from Instructor to Assistant Professor; and 
Dr. Marvin E. Johnson and Dr. Yoon Chu Kim, from 
Assistant to Instructor. 

Dr. J. P. Glover, Ashland City, has been appointed 
Assistant Medical Director of the National Life & Acci- 
dent Insurance Company in Nashville. 

Dr. Richard C. Crain is the new Associate Patholo- 
gist and Director of Intern and Resident Training at 
the Knoxville Baptist Hospital. 

Dr. Roy W. Money, Pulaski, is Plant Physician with 
the Nashville glass plant of Ford Motor Company. 

Dr. Horace B. Cupp, Johnson City, is the new Direc- 
tor of the Washington County Health Department. 

Dr. Royce Holsey, Elizabethton, is Chief of Surgery 
at Carter County Memorial Hospital. 

Dr. Lawrence R. Nickell, Chattanooga, has been cer- 
tified as a Diplomate of the American Board of Radi- 
ology. 

Dr. Luther A. Beazley, Jr., Donelson, has been 
named to the Davidson County Board of Health. 


TEXAS 


Dr. James R. Maxfield, Jr., Dallas, has been named 
Vice-President-Elect of the Society of Nuclear Medi- 
cine. 
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New faculty members at the University of Texas 
Medical Branch in Galveston include Dr. John A, 
Webb, Assistant Professor of Pathology, and Dr. Glenn 
Drager, Associate Professor in the Department of Neu- 
rology and Psychiatry. 

Re-elected as President of the Amarillo-Potter Coun- 
ty Heart Association was Dr. H. H. Latson, Amarillo, 
Serving again as Medical Advisor is Dr. Horace Wolf, 
Amarillo. 

Captain David E. Waugh, MC, USA, has been as- 
signed to Brooke Army Hospital, Fort Sam Houston, 
where he will assume the duties of dispensary officer, 

Colonel Frank H. Van Wagoner, MC, USA, retired 
from active military service recently to become the 
Medical Director of Rethomason General Hospital, El 
Paso, 


VIRGINIA 


Dr. Levi Old, Jr., Norfolk, and Dr. Yale Zimberg, 
Richmond, were recently awarded Fellowship certifi- 
cates by the American College of Chest Physicians. 

Officers of the Roanoke Academy of Medicine are 
Dr. J. Lawson Cabaniss, President: Dr. Wade H. Saun- 
ders, Vice-President; and Dr. Walter Johnson, Secre- 
tary-Treasurer, all of Roanoke. 

Dr. Floyd Hobbs, Alexandria, is President of the 
Virginia Heart Association for 1960-61 and Dr. Julian 
R. Beckwith, Charlottesville, is Vice-President. 

Medical staff officers of the Louise Obici Memorial 
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single or en suited 


Ws. Ray GriFFIN, JR., M.D. 
Rosert A. GrirFFin, M.D. 


Appalar hian fiall - Asheville, North Carolina 


An Institution for the diagnosis and treatment of Psychiatric and Neurological illnesses, rest, conva- 


Insulin Coma, Insulin Sub-Shock, Electroshock and Psychotherapy are employed. The Institution is 
equipped with complete laboratory facilities including electroencephalography and X-ray. 


Appalachian Hall is located in Asheville, North Carolina, a resort town, which justly claims an all 
around clime for health and comfort. There are ample facilities for classification of patients, rooms 


For rates and further information write APPALACHIAN HALL, AsueviLte, N. C. 


EsTABLISHED 1916 


Mark A. GrirFFin, M.D. 
Mark A. GriFFINn, JRr., M.D. 
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THE COMPLETE Rx 

FORCOUGH CONTROL 
cough‘ sedative / antihistamine 

decongestant | expectorant 


minutes = effective for 6 hours or longer pro- 
motes expectoration = rarely constipates agre 
‘Up Phenylephrine Hydrochloride . 
Ammonium Chloride. . . +3 
4 Richmond Hill 18, New Yort 
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Hospital in Suffolk are Dr. M. M. Bray, President; Dr. 
J. E. Rawls, Vice-President; and Dr. M. A. Michael, 
Secretary-Treasurer. 

Dr. John C. Watson, Alexandria, is President of the 
State Board of Medical Examiners and Dr. Russell M. 
Cox, Portsmouth, is Secretary-Treasurer. 

New members of the Medical Society of Virginia in- 
clude Dr. Christian Creteur, Portsmouth; Dr. William 
R. Garcia, Covington; Dr. Sidney P. Helfer, Norfolk; 
Dr. Harry H. Howren, Jr., Richmond; Dr. Guenter J. 
Lederstedt, South Boston; Dr. Gordon E. Madge, Rich- 
mond; Dr, Julius L. Schwartz, Petersburg; Dr. W. Don- 
ald Wilfong, Radford; and Dr. Henry M. Ware, New- 
port News. 


WEST VIRGINIA 


The 94th Annual Meeting of the West Virginia 
State Medical Association will be held at The Green- 
brier in White Sulphur Springs, Aug. 24-26, 1961. For 
further information contact Charles Lively, Executive 
Secretary, West Virginia State Medical Association, 401 
Atlas Building, Charleston, West Virginia. 

Dr. John W. Hash, Charleston, is President of the 
West Virginia State Medical Association, and Dr. D. E. 
Greeneltch, Wheeling, is President-Elect. 

Dr. Cecil Ben Pride, Morgantown, has been reap- 
pointed by Governor Cecil H. Underwood as a member 
of the Medical Licensing Board for a five year term. 

Dr. Nicholas W. Fugo has been appointed Professor 
and Chairman of the Department of Obstetrics and 
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Gynecology at the West Virginia University School of 
Medicine. 

New members of the West Virginia State Medical 
Association are Dr. H. Summers Harrison, Summers- 
ville; Dr. Malcolm G. S. MacAulay, Beckley; and Dr. 
Herbert W. Rannels, Man. 


Dr. Harold I. Amory has been appointed Professor 
and Chairman of the Department of Radiology at the 
West Virginia University Medical Center. 

Dr. J. H. Murry, Gary, has accepted appointment 
as Coroner and as Health Officer of McDowell 
County. 

Dr. C. Gordon Hewes has been appointed as Asso- 
ciate Professor of Gross and Neurological Anatomy 
at the West Virginia University School of Medicine. 

Drs. Emil L. Mantini and Thomas J. Tarnay have 
been named resident surgeons to the staff of the 
Teaching Hospital at West Virginia University Medical 
Center. 

Dr. J. J. Lawless, Morgantown, is Secretary of the 
West Virginia Tuberculosis and Health Association. 

Officers of the West Virginia Trudeau Society in- 
clude Dr. Karl J. Myers, Philippi, President; Dr. Al- 
berto Adam, Charleston, Vice-President; and _ Dr. 
Morris H. O’Dell, Charleston, Secretary-Treasurer. 

Dr. Carl J. Greever is a new member of the staff 
of the Williamson Memorial Hospital in Williamson. 

Dr. Andrew C. Woofter, Parkersburg, is President 
of the West Virginia Heart Association. Dr. Morris 
H. O’Dell, Charleston, is President-Elect; and Dr. 
Seigle W. Parks, Fairmont, is Vice-President. 


BRAWNER’S 


Jas. N. BRawner, Jr., M.D. 
Medical Director 


(ESTABLISHED 1910) 


2932 SOUTH ATLANTA ROAD, SMYRNA, GEORGIA 


For the Treatment of 
Psychiatric Illnesses and Problems of Addiction 


MODERN FACILITIES 


Approved by Central Inspection Board of American Psychiatric 


Association and the Joint Committee on Accreditation 


Phone HEmlock 5-4486 


SANITARIUM 


ALBERT F. Brawner, M.D. 
Associate Director 
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The physician listens to a tense, nervous 
patient discuss her emotional problems. To 
help her, he prescribes Meprospan (400 mg.), 
the only continuous-release form of mepro- 
bamate. 


She stays calm while on Meprospan, even 
under the pressure of busy, crowded super- 
market shopping. And she is not likely to 
experience any autonomic side reactions, 
sleepiness or other discomfort. 


Relaxed, alert, attentive... she is able to 
listen carefully to P.T.A. proposals. For 
Meprospan does not affect either her mental 
or her physical efficiency. 


The patient takes one Meprospan-400 capsule 
at breakfast. She has been suffering from 
recurring states of anxiety which have no 
organic etiology. 


She takes another capsule of Meprospan-400 
with her evening meal. She has enjoyed sus- 
tained tranquilization all day—and has had no 
between-dose letdowns. Now she can enjoy sus- 
tained tranquilization all through the night. 


Peacefully asleep...she rests, undisturbed by 
nervousness or tension. (Meprospan samples 
and literature available from Wallace Labo- 
ratories, Cranbury, N. J.) 
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NORFLEX 


orphenadrine citrate 


Selective Muscle Relaxation 


e Relief at the site of de- 
mand through centrally 
mediated relaxing action. 


e Only the muscle in spasm 
responds. No lessening of 
general muscle tonus. 


e Prolonged action permits 
uninterrupted sleep and 
hastens rehabilitation. 


™ 
Ne orf lex for prompt, safe spasmolytic action for all adults regardless 
of age, sex, or weight: 
1 tablet (100 mg.) b.i.d.— 


easily remembered .. . 
Northridge, California offering better patient 
cooperation. 


*Trademark of Riker Laboratories, Inc. U.S. Patent No. 2,567,861; other patents pending 
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Geriliquire: 


NIACIN AND GLYCINE 


PROVIDES SUSTAINED WARMTH OF EXTREMITIES 


In patients with impaired peripheral circulation, Geriliquid warms cold hands and 
feet through rapid, safe vasodilation by niacin, and provides continuing sustained 
vasodilation and heat radiation by the thermogenic action of glycine. 


Other Benefits: 


@ Increases ability to walk farther with less pain 
@ Relieves pain, dizziness and faintness 
@ Improves appetite and brightens the mood 


Composition: Each 5 ml. contains: Niacin 75 mg., Glycine 
750 mg. in a sherry wine base. Contains Alcohol 5%. 

Dosage: One or two teaspoons three times daily before meals. 
Supplied: 8 oz. bottles. 72260 


LAKESIDE LABORATORIES, INC. 
Milwaukee 1, Wisconsin 
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Southern Airways Company 
E. R. Squibb & Sons 
First Texas Pharmaceuticals, Inc 
Tucker Hospital, Inc 
The Upjohn Company 
U. S. Vitamin & Pharmaceutical Corporation 


VanPelt & Brown, Inc 
Vitamin Food Company, Inc 
Wallace Laboratories 
19, 44-45, 58-59, 80-81, 105 
Westwood Pharmaceuticals 
Winthrop Laboratories 
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Relief from Pain, Fever, and Inflammation 


DARVON® COMPOUND and New DARVON COMPOUND-65 


. combine the analgesic advantages of Darvon® with the antipyretic and anti-inflam- 
matory benefits of A.S.A.° Compound. Darvon Compound-65 is indicated when increased 
analgesia is desired without increase in salicylate content or the size of the Pulvule®. 


Formulas 
32 mg. . 
162 mg.. 
227 mg. . 
32.4 mg. . 


Darvon Compound 
. Darvon. 
. Acetophenetidin . 
. AS.A®. 
. Caffeine. 


Usual Dosage 

Darvon Compound: 1 or 2 Pulvules three or four times daily. 
Darvon Compound-65: 1 Pulvule three or four times daily. 

Also Available: Darvon, in 32 and 65-mg. Pulvules « Darvo-Tran® 
Darvon® Compound (dextro propoxyphene and acety!salicylic acid compound, Lilly) 

Darvon® (dextro propoxyphene hydrochloride, Lilly) 

A.S.A.® Compound (acetylsalicylic acid and acetophenetidin compound, Lilly) 

A.S.A.® (acetylsalicylic acid, Lilly) 

Darvo-Tran® (dextro propoxyphene and acetylsalicylic acid with phenaglycodol, Lilly) 


ELI LILLY AND COMPANY «+ INDIANAPOLIS 


New Darvon Compound-65 


. 65 mg. 
. 162 mg. 
. 227 mg. 

32.4 mg. 


Litty 


QUALITY / / 


INDIANA, U.S.A. 


020280 
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4,860 
CULTURES... 
14% 
SENSITIVE TO 


OROMYCETIN 


(chloramphenicol, Parke-Davis) 


IN VITRO SENSITIVITY OF 4,860 GRAM-POSITIVE AND GRAM-NEGATIVE 
PATHOGENS TO CHLOROMYCETIN AND TO FIVE OTHER ANTIBACTERIALS* 


CHLOROMYCETIN 74% 


Antibacterial A 61% 
Antibacterial B 56% 


Antibacterial C 55% 
Antibacterial D 52% 


Antibacterial E 23% 


*Adapted from Goodier, T. E. W., & Parry, W. R.: Lancet 1:356, 1959. 


CHLOROMYCETIN (chloramphenicol, Parke-Davis) is available in various forms, including 
Kapseals® of 250 mg., in bottles of 16 and 100. 

CHLOROMYCETIN is a potent therapeutic agent and, because certain blood dyscrasias have been 
associated with its administration, it should not be used indiscriminately or for minor infections. 
Furthermore, as with certain other drugs, adequate blood studies should be made when the 
patient requires prolonged or intermittent therapy. 09960 


PARKE, DAVIS & COMPANY - Detroit 32, Michigan PARKE-DAVIS 
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